JUARTERLY REVIEW 
SU Xe ERY 


Tr 


W. WAYNE BABCOCK 
I. A. BIGGER 

| ALEXANDER W. BLAIN 
ALFRED BLALOCK 
FREDERICK A. COLLER 
R. S. DINSMORE 

D. C. ELKIN 

JOSEPH H. FOBES 
GEORGE J. HEUER 
THOMAS M. JOYCE 
HILGER P. JENKINS 
HUGH J. JEWETT 









So ddd dood 





HENRY N. HARKINS, Esitor ine hifpe F. 
Editorial Board © 


HARRY H. KERR 
ROY D. McCLURE 
ALTON OCHSNER 
THOMAS G. ORR 
COBB PILCHER 
EUGENE H. POOL 
FRED W. RANKIN 

I. S. RAVDIN 

J. STEWART RODMAN 
ARTHUR M. SHIPLEY 
DONALD V. TRUEBLOOD 
ALLEN O. WHIPPLE 


UNIVERSITY OF MICHIGAN 








QUARTERLY REVIEW 


Pe 
( 


+ 


SURGERY 








Vol. 2 No. 4 





August 1945 








HENRY N. HARKINS, Editor-in-Chief, Johns Hopkins University 
Editorial Board 


W. WAYNE BABCOCK 
Temple University 
I. A. BIGGER 
Medical College of Virginia 
ALEXANDER W. BLAIN 
Wayne University 
ALFRED BLALOCK 
Johns Hopkins University 
FREDERICK A. COLLER 
University of Michigan 
R. S. DINSMORE 
Cleveland Clinic 
D. C. ELKIN 
Emory University 
JOSEPH H. FOBES 
New York Medical College 
GEORGE J. HEUER 
Cornell University 
THOMAS M. JOYCE 
University of Oregon 
HILGER P. JENKINS 
University of Chicago Clinics 
HUGH J. JEWETT 
Johns Hopkins University 


HARRY H. KERR 
George Washington University 


ROY D. McCLURE 
Henry Ford Hospital 
ALTON OCHSNER 
Tulane University 
THOMAS G. ORR 
University of Kansas 
COBB PILCHER 
Vanderbilt University 
EUGENE H. POOL 
Cornell University 
FRED W. RANKIN 
Brig. Gen. U. S. Army 
I. S. RAVDIN 
University of Pennsylvania 
J. STEWART RODMAN 
Woman’s Medical College of Pa. 
ARTHUR M. SHIPLEY 
University of Maryland 
DONALD V. TRUEBLOOD 
Seattle, Washington 


ALLEN O. WHIPPLE 
Columbia University 





Printed in U. S. A. 











FOREWORD 


HE QUARTERLY REVIEW OF SURGERY proVides a systematic plan, organized 
TT for the purpose of making available a concise and authoritative presenta- 
tion of the current progress, trends, and attitudes in all branches of surgery. 
Compiled from every dependable source, this plan covers all state, national, and 
special journals as well as the bulletins, reports, etc., of the clinics and hospitals. 
Presented briefly but without sacrificing any essential detail, these highly 
significant data are further enhanced by comments of the members of the Edi- 
torial Board, based upon and summarizing their own clinical experiences as 
well as those of other recognized authorities. All data are classified and pub- 
lished under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Thera 21. Heart . : 

PY eee a 40. Vascular Surgery 
3. Surgical Technic a i ee 41. Arteries 
4. Surgical Infections 23. Breast 42. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spinal Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode 48. Tendons- 
11. Sympathetic Nervous num . 49. Amputations 
System 30. Small Intestines 50. Traumatic Surgery 
12. Head and Neck 51. Appendix 51. Burns 
32. Colon and Rectum 52. Shock 
18. Oral Surgery 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus 4. Wounds 
\5. Thyroid and Parathyroid 35. Liver and Biliary 5% Military Sureer 
\6. Thoracic Surgery Tract = : ry gery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 
P 


It is believed that this plan will assist the reader to locate quickly the articles 
of current interest and will prove most helpful in making readily available the 
references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there will be pub- 
lished references to current articles not abstracted. 

The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1. Anesthesia and Analgesia 


REFRIGERATION ANESTHESIA IN SURGERY OF THE 
EXTREMITIES 
S. V. LoBACHEV 


Sklifossovski Institute, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 2:323-31, April 1945 


ing 87 cases of traumatic injuries, 4 cases of gangrene and 9 of 

septicemia, are discussed. ‘The anesthesia proved entirely satis- 
factory in 75 cases, good (with slight pain on manipulation of nerve 
trunks) in 22 cases and poor (supplementary ether required) in 3 cases. 
Excellent results were obtained in all cases after sufficient experience 
and technical skill had been acquired by those using the method. 
There was some postoperative complication in 12 cases; wound infec- 
tion developed in only 4 cases. ‘There were 3 deaths in the series; 2 
of the patients died within 24 hours after operation for high amputa- 
tion of both thighs, complicated by brain injury; 1 died 2 months after 
operation from miliary tuberculosis of the sol In none of these 
cases could death be attributed to the anesthesia. 


4 THE results of refrigeration anesthesia in 100 amputations, includ- 
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The technic employed for refrigeration anesthesia for amputations 
is as follows: The tourniquet site is selected and is encased in 3 or 4 
ice bags or in snow for 15 to 30 minutes according to the size of the 
extremity. ‘Then the ice is removed and the tourniquet is applied so 
as to block the blood flow without undue pressure on the nerves. Soft 
elastic rubber is best for this purpose; wide and narrow tourniquets 
have proved equally effective if properly applied. Immediately after 
the tourniquet is applied, the extremity is placed on a rubber sheet in 

a layer of ice or snow and covered with another layer of ice or snow, 
whe then with another thick layer of ice or snow; the ice extends 5 
to 10 cm. beyond the tourniquet; the head of the bed is elevated and 
a bucket placed at the foot of the bed for drainage of the melting ice. 
Or in cases where the distal third of the leg or the forearm is to be 
amputated, the extremity can be placed in a bucket of ice. Experi- 
ence at the Institute has shown that the anesthesia is sufficient for op- 
eration when the temperature of the deep structures is +5° to +10° 
C. The time required to obtain satisfactory anesthesia after applica- 
tion of the tourniquet varies from 45 to 60 minutes for the forearm 
to 90 to 120 minutes for the thigh, according to the circumference of 
the extremity at the site of amputation. 

In serious cases with a weak or thready pulse, refrigeration anes- 
thesia did not weaken the pulse further; in less serious cases the pulse 
improved during anesthesia. Signs of shock (pallor and cold clammy 
sweat) were noted in 14 patients; there was no increase in pallor, 
sweat or cyanosis during the anesthesia or operation. Refrigeration 
anesthesia was found to be of definite advantage in cases of serious 
injury, in the aged and in cases of severe septicemia. With its use no 
anesthetic drug is introduced into the body; the local reduction of 
temperature numbs the tissues and especially the nerves, counteract- 
ing traumatic shock; and, with the application of the tourniquet, re- 
tards the formation and absorption of toxins reducing toxemia. 


REFERENCES TO CURRENT ARTICLES 


The Use of Continuous Spinal Anesthesia: Utilizing the Ureteral Catheter 
Technic. Edward B. Touhy (Maj., M.C., A.U.S.). J. A. M. A. 128:262-64, 
May 26, 1945. (The technic of this method is described in detail. Its use 
resulted in no increase in the incidence of spinal puncture headache as com- 
pared with single dose methods or routine spinal puncture. There were no 
instances of persistent paresthesia in the 250 cases treated. Bleeding from the 
soft tissues at the site of injection occurred occasionally but only when lumbar 
puncture had been difficult. Failure to introduce the catheter was experienced 
in only 2 cases. There were no instances of bladder or rectal dysfunction and 
no evidence of infection in the subarachnoid space or in the soft tissue. Fur- 
ther trial of the method will be needed for final evaluation.) 


Pentothal—Metrazol Antagonism: A Method of Shortening the Recovery Period 
Following Pentothal Anesthesia—A Clinical and Experimental Study. Kenneth 
L. Pickrell, Durham, N. C., and Richard K. Richards, Chicago, Ill. Ann. 
Surg. 121:495-507, April 1945. (A series of observations was made on the 
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average length of the recovery period of 80 patients anesthetized with pento- 
thal in the usual way without subsequent administration of stimulants, and 
in another series of 300 patients studies were made of the arousing effect of 
metrazol given intravenously at or near the close of the operative procedure. 
Preoperatively each patient received a hypodermic injection of 0.6 mg. atro- 
pine and 10 to 12 mg. morphine. Studies were also made on rabbits and dogs 
to study the restorative effect of metrazol in intravenous pentothal anesthesia. 
‘The administration of metrazol intravenously markedly shortened the recovery 
phase following sodium pentothal anesthesia in man. In addition it relieved 
profound respiratory depression occurring in 7 instances.) 


Extradural Spinal Block. C. J. Massey Dawkins. Proc. Roy. Soc. Med. 38:299-301, 
April 1945. (Describes the technic of extradural spinal block. Although the 
technic is more difficult, this method has definite advantages over spinal anes- 
thesia. It causes no meningeal reaction, much less fall in blood pressure, and 
no postoperative headache or bladder disturbances; also the anesthesia is more 
strictly limited to the segments where it is required. One of the disadvan- 
tages of extradural anesthesia is the time required before it becomes effective 
so that the surgeon can proceed with the operation [25 minutes]. Nitrous 
oxide and oxygen with a high percentage of oxygen is employed to keep the 
patient asleep during operation. 3 figures. 11 references.) 


Discussion on Extradural Spinal Block. A. H. Galley. Proc. Roy. Soc. Med. 
38:303-05, April 1945. (Discusses the difference in the manifestations of sub- 
arachnoid and extradural spinal block, extradural block showing the greater 
discrepancy between motor and sensory block. This makes it the safer form 
of spinal block for cesarean section. Extradural block involves difficulties of 
technic, and shows a higher percentage of failures than subarachnoid spinal 
block. 1 reference.) 


Discussion on Extradural Spinal Block. R. A. Gordon (Major, R.C.A.M.C.). 
Proc. Roy. Soc. Med. 38:305-06, April 1945. (Discusses various points in the 
technic of extradural spinal block. The injection is made with the patient 
in a sitting position, using a large bore needle with a sharp short bevel. When 
the epidural space is entered with a needle of this type, there is a sudden 
absence of resistance to injection. ‘The injection is made slowly. In the more 
recent cases, the lateral approach has been used, the needle passing through 
the ligaments very near the midline.) 


Intravenous Alcohol Anesthesia. E. V. Verkhovskaya. Am. Rev. Soviet Med. 
2:120-21, Feb. 1945. (Reports the use of | part 95 per cent alcohol with 2 
parts 5 per cent glucose for intravenous anesthesia. The solution is given 
slowly by the drip method until the patient is asleep. The tube of the ap- 
paratus is then clamped, and the drip resumed if deeper anesthesia is re- 
quired. When the anesthesia is sufficiently deep for the duration of the oper- 
ation, the vein is flushed with physiological saline to prevent possible throm- 
bophlebitis before removing the needle. With this type of anesthesia, respira- 
tion is steady and the pulse of good volume. The patient on coming out of 
the anesthesia is “irrational’’ and requires special observation. The average 
dose of alcohol required for complete narcosis was 2 to 2.5 cc. per kg. body 
weight. Postoperative vomiting occurred in 6 per cent of patients after intra- 
venous alcohol anesthesia; temporary retention of urine and transitory head- 
ache occurred in some cases. Alcohol anesthesia is considered the anesthetic 
of choice for bone surgery.) 


Intravenous Anaesthesia with Pentothal Sodium. Barnet Solomons (Major, 
R.A.M.C.). Brit. M. J. 1:592-93, April 28, 1945. (Reports the use of pento- 
thal sodium 21% per cent solution for intravenous anesthesia in acute battle 
casualties. Respiratory depression is lessened and definite improvement in 


re ————— 
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results obtained by combination of intravenous anesthesia with inhalation of 
oxygen, gas-oxygen or cyclopropane mixture. The author describes a syringe 
holding clamp that facilitates the administration of the pentothal solution by 
the continuous method; and a mouth-prop, making it unnecessary to intro- 
duce an artificial airway in most cases. The postoperative condition of the 
patients for whom this type of anesthesia was used was good.) 


Principles of Surgical and Therapeutic Refrigeration. Lyman Weeks Crossman 
and Frederick M. Allen, New York, N. Y. S. Clin. North America, New York 
No., 361-70, April 1945. (Resistance to low temperature diminishes as ani- 
mals and plants become more highly organized. The biological laws of hypo- 
thermia are explained. Rational hypothermia implies a selection of the fac- 
tors which will be least injurious and most beneficial to a particular morbid 
condition. The attested benefits of refrigeration in civil surgery, which apply 
equally to military surgery, pertain to local infections and intoxications, em- 
bolism, thrombosis, emergency treatment of trauma, hemorrhage, shock, crush 
injury, prolonged preservation of limbs pending necessary deferment of oper- 
ation, orthopedic and plastic procedures, gas gangrene, frostbite or immersion 
foot and burns. In the treatment of burns, the author cites a case in which 
neither life nor limb could have been saved without refrigeration methods. 
It is emphasized that the benefits of such treatment should be extended to the 
armed forces.) 


Prolonged Spinal Anesthesia: Description of a Simplified Technique for Nuper 
caine. D. A. Roman-Vega and John Adriani, New Orleans, La. Surgery 
17:524-32, April 1945. (The technic of this method is described in detail as 
well as a method of acutely flexing the head to prevent movement of the drug 
into the cervical portion of the spinal canal. The method was used in 800 
consecutive cases with satisfactory anesthesia in all but 10 cases. Anesthesia 
lasts 3 to 4 hours in 98 per cent of cases. Good results were obtained also by 
this type of anesthesia in cases of abdominoperineal resection. ‘To insure sat- 
isfactory anesthesia of the perineal area, the injection should be made with 
the patient in the sitting position.) 


2. Pre- and Postoperative Therapy 


REFERENCES TO CURRENT ARTICLES 


Early and Late Postoperative Ambulation: A Comparative Study of Three 
Hundred and Three Cases. Vincente D’Ingianni, New Orleans, La. Arch. 
Surg. 50:214-18, April 1945. (A comparative study of 303 patients indicates 
distinct advantages of early ambulation as a method of postoperative treat 
ment. Hospitalization and convalescence are shortened and the expense thus 
cut. The frequency of complications is not increased by this method.) 


Painful Scar and Other Surgical Neuroses. ‘Theodore L. Hyde, The Dalles, Ore 
Am. J. Surg. 68:21-27, April 1945. (A discussion of problems connected with 
handling neurotic patients who exaggerate their symptoms, and the necessity 
for a knowledge of the organic basis for the symptom to estimate the extent 
of the exaggeration. A skillfully conducted discussion of the situation unde 
conditions of good rapport is often surprisingly effective therapy.) 

lube Feeding. Frank H. Kidd, Jr. and Vesta Odell, St. Louis, Mo. Am. J. Surg 
68:87-88, April 1945. (A recipe for a liquid diet suitable for tube feeding 
It is well balanced as regards the carbohydrate-fat ratio and the mineral and 
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vitamin content. The protein fraction is purposely increased above the daily 
requirement for this food substance. The diet is easily prepared and each ce. 
yields more than | calorie.) 


Thromboplastic Reagent: Development of a More Suitable Preparation for 
Measuring Accelerated Clotting Tendency and for Use Following Adminis- 
tration of Dicoumarin (3,3’-Methylene-Bis-4-Hydroxycoumarin). Charles E. 
Brambel, Baltimore, Md. Arch. Surg. 50:137-47, March 1945. (With this 
modification of Quick’s one-stage procedure for determining prothrombin 
clotting time, coagulation rates deviating from normal can be detected with 
12.5 per cent plasma. Undiluted plasma is not satisfactory for this purpose. 
The clotting rates obtained corresponded to the findings with de Takats’ 
heparin tolerance technic. The use of the preparation described would greatly 
minimize the hazards encountered during dicoumarin therapy. The deter- 
mination of the percentage of prothrombin from prothrombin curves obtained 
by serial dilution of normal human plasma is recommended.) 


| This seems to be a very excellent procedure. However, the 12.5 plasma reac- 
tion requires a laboratory technician who is keenly alive to the proper 
readings.—Ep. | 


The Undesirable Effects of Bed Rest. William Dock, Brooklyn, N. Y.  S. Clin. 
North America, New York No., 437-41, April 1945. (Attention is drawn to 
the hazards of phlebothrombosis in the veins of the lower extremity and 
pelvis, and of pulmonary embolism as a result of bed rest. ‘Thrombosis is 
the most frequent complication of prolonged bed rest. Hypostatic pneu- 
monia is second in frequency. Acute pulmonary collapse is an alarming but 
rarely fatal complication of bed rest. Constipation and wasting occur in 
patients who have been bed-ridden for long periods. They may suffer from 
inability to void properly and from arthritic manifestations. ‘The work of 
the heart is increased by changing from the sitting to the lying position. 
Patients should never be kept in bed merely because it is convenient to have 
them there. Patients should be kept out of bed except during the acute stage 
of illness or during prescribed rest periods in the convalescent phase.) 


{In addition to the excellent points brought out by the author, the following 
items can be emphasized: avoidance of tight bandaging with the ordinary ad- 
hesive plaster in postoperative laparotomy care, and encouragement of deep 
breathing.—E. | 


Protein in Surgery. Charles C. Lund and Stanley M. Levenson, Boston, Mass. 
J. A. M. A. 128:95-100, May 12, 1945. (A study is presented of the results of 
protein deficiency in surgery, its incidence and the factors needed for a 
critical evaluation of its significance in surgical patients. Treatment con- 
sists of administration of proteins by mouth when possible. Intubation feed- 
ing may be used to increase the food intake. Supplementary water-soluble 
vitamins are given intravenously or intramuscularly. In acute conditions, 
human blood, plasma or albumin or a combination of all three may be given 
intravenously. This should be continued until mouth feeding can be re- 
sumed and until nutritional equilibrium has been regained. Up to 225 gm. 
of protein equivalent may be given in 24 hours in the form of an acid hydrol- 
ysate of casein or an enzymatic hydrolysate of casein and pancreas. 300 cc. 
of glucose (50 ¢ cent) added to | liter containing 5 per cent enzymatic 
hydrolysate and 5 per cent glucose may be injected into a large vein. Not 
more than 0.8 gm. of glucose per kg. of body weight per hour should be admin- 
istered. This treatment will shorten convalescence and save lives.) 


{As the authors emphasize, despite the value of intravenous feeding, oral 
administration should not become a lost art.—Ep. | 
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Pre- and Postoperative Care of the “Poor Risk” Patient. William DeWitt 
Andrus and William A. Barnes, New York, N. Y. S. Clin. North America, 
New York No., 350-60, April 1945. (The authors present a brief discussion 
of the management of patients with certain metabolic disturbances, vitamin 
deficiencies and disturbances of cardiac, hepatic, renal, gastrointestinal and 
respiratory mechanisms. Among the metabolic aspects one has to consider 
fluid-electrolyte balance, the vitamins and the plasma-protein level. Treat- 
ment must be directed to combat acidosis, daleylvalion and hypoproteinemia. 
The surgical import of the different vitamins is explained. The preoperative 
and postoperative administration of vitamin C, thiamine, riboflavin, nicotinic 
acid and vitamin K is recommended. Regional anesthesia with novocain has 
the widest margin of safety. Of the inhalation anesthetics, cyclopropane and 
oxygen is most popular. Early mobilization is recommended except in the 
presence of obvious contraindications.) 


{Although it is surprising how well cardiac patients stand general anesthesia, 
properly administered, it must not be forgotten that many cases do extremely 
well under careful local anesthesia. It would be advisable for every young 
surgeon to acquire an experience with local anesthesia. It teaches him to handle 
his tissues and his patients’ morale better than any other method.—Eb. | 


Intravenous Alcohol in the Surgical Patient: A Preliminary Report. Daniel 
C. Moore and Mary Karp, Chicago, Ill. Surg., Gynec. & Obst. 80:523-25, May 
1945. (Intravenous administrauion of alcohol has special value in cases in 
which nausea, vomiting and paralytic ileus prevail; it likewise has sedative 
and analgesic effects. During postoperative recovery it provides a safeguard 
against atelectasis and other pulmonary complications. Its vasodilatory effects 
are also of use in cardiac patients. In the latter, a 10 per cent solution of 
alcohol may be used, thus decreasing the amount of fluid intake necessary to 
maintain the required caloric intake. Only minor complications have been 
noted. Five per cent and 10 per cent alcohol given intravenously increases 
the caloric intake and is of special value in cases of inanition. It has a 
minimal effect on blood pressure, and may be used as a supplement to regional 
anesthesia during operative procedure. It also has value in alcoholics who 
cannot be controlled with narcotics. There are no contraindications.) 


The Treatment of Acute and Chronic Protein Deficiencies: Collective Review. 
Abraham O. Wilensky, New York, N. Y. Surg., Gynec. & Obst., Internat. 
Abstr. Surg. 80:323-37, May 1945. (A review of work done in the past few 
years in the study of hypoproteinemia, plasma protein determinations, the 
classification of the hypoproteinemias, their clinical distribution in industrial 
conditions, military conditions and traumatic conditions. The subjects of 
nutritional edema and hypoproteinemia with other differentiated forms of 
disease, postoperative hypoproteinemia and postoperative asthenia are re- 
viewed, with methods of treatment by transfusion of whole blood or plasma, 
reinfusion of human transudate fluid and of properly prepared amino acids. 
The management of protein replacement therapy is described in general and 
under specific conditions. Other subjects discussed include the clinical re- 
sponse to replacement therapy, the effect of therapy, and the available com- 
mercial protein hydrolysate products.) 


Investigation of the Cause and Prevention of Gas Pains Following Abdominal 
Operation. Herbert H. Davis and Theodore M. Hansen, Omaha, Nebraska. 
Surgery 17:492-97, April 1945. (As the result of a series of clinical experi- 
ments the authors conclude that Wangensteen suction should be used tor 
prevention of gas and the Miller-Abbott tube for reduction of distention once 
gas has developed. Swallowed air is the main source of gas in the bowel 
following operation. ‘The Wangensteen suction should be used during the 

anesthetic and surgical procedure, as well as in the immediate postoperative 








Witt 
erica, 
ission 
amin 

and 
sider 
lreat- 
emia. 
rative 
otinic 
n has 
e and 
n the 


hesia, 
emely 
young 
andle 


Yaniel 
, May 
ses in 
dative 
guard 
effects 
ion of 
ary to 
. been 
creases 
has a 
gional 
$s who 


eview. 
ternat. 
st few 
is, the 
ustrial 
acts of 
rms of 
ire re- 
lasma, 
acids. 
al and 
cal re- 
e com- 


ominal 
braska. 
experi- 
ed tor 
n once 
bowel 
ng the 
erative 








QUARTERLY REVIEW OF SURGERY 545 





period, to evacuate gas as it enters the stomach and thus prevent its entrance 
into the bowel.) 


[95 per cent oxygen inhalations will frequently relieve postoperative disten- 
tion, as shown by Fine.—Ep.]| 


Pulmonary Complications Following Appendectomy and Herniorrhaphy. Felix 
Hughes (Major, M.C., A.U.S.) and S. S$. Lambeth (Capt., M.C., A.U.S.). 
Surgery 17:533-37, April 1945. (During the past 2 years, 35 pulmonary com- 
plications, or 4.6 per cent, were observed in a series of 761 operations for 
hernias and diseases of the appendix. There was no mortality following 
these operations. Pulmonary complications occurred in 10.4 per cent of 49 
operations for severe appendicitis and 2.6 per cent of 312 operations for un- 
complicated appendicitis. There were 22, or 5.5 per cent, pulmonary compli- 
cations in a series of 400 hernia operations. Atelectasis alone, or in combi- 
nation, was found in 17 cases, and bronchitis, or bronchopneumonia, in 17 
cases. There was | small pulmonary infarct. Spinal anesthesia does not 
seem to be a factor in the development of pulmonary complications. Infec- 
tion of the upper respiratory tract, sinuses, teeth, tonsils or lungs will increase 
the number of pulmonary complications. Atelectasis may be prevented by 
preservation and activation of cough by various measures. Sulfadiazine and 
sodium bicarbonate are used routinely because of the frequent difficulty of 
differentiating atelectasis from infection early in the process, and because the 
two are frequently associated. Catheter aspiration or bronchoscopy is advo- 
cated if conservative measures fail.) 


3. Surgical Technic 


REFERENCES TO CURRENT ARTICLES 

Dicumarol in Surgery. DeWitt C. Daughtry, Duluth, Minn. Am. J. Surg. 
68:80-83, April 1945. (A brief review of the literature, emphasizing the 
prophylactic and therapeutic value of dicumarol in thrombo-embolization. 
Any bleeding tendency produced can be controlled by vitamin K and blood 
transfusion. ‘There seems to be no contraindication to the prolonged use of 
the drug, but dosage must be cautious and controlled by frequent prothrombin 
determinations. ‘The convalescent period of thrombo-embolization is reduced 
following administration of this drug and postoperative incidence of thrombo- 
embolization is also reduced. It is of special prophylactic value in patients 
who have been subjected to pelvic operations, such as cesarean section.) 


{Soluble thrombin is of great value in controlling hemorrhagic oozing post- 
operatively. It is of especial value in thyroidectomies which have been prepared 
with thiouracil, in which bleeding is promptly controlled.—Eb. | 


Removal of Metallic Bodies with the Aid of a Metal Locator. James H. Skiles, 
Oak Park, Ill. Am. J. Surg. 68:266-67, May, 1945. (Report of 2 cases in 
which a metal locator aided in the removal of a broken stainless steel spinal 
needle from the back, and a needle from the knee-joint. It is believed that 
the use of the metal locator will undoubtedly become more frequent since 
its use by the armed forces. In one case it was of aid in removing a needle 
from the heart. Dramatic results followed its use at Pearl Harbor. The 
technic of introduction is described.) 


New Methods of Hemostasis. Virginia Kneeland Frantz, New York, N. Y. 
S. Clin. North America, New York No., 338-49, April 1945. (A brief review 
of the progress in the technic of hemostasis, with emphasis on the fundamental 
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principles of sound surgical procedure, and detailed discussion of hemostatic 
substances now in use, such as thrombin, fibrin foam, and absorbable gauze 
and cotton (oxidized cellulose). Oxidized cellulose was found satisfactory in 
115 cases. Mention is likewise made of an absorbable sponge [Upjohn], 
which engorges about 45 times its weight of well-agitated, oxalated whole 
blood. It is non-antigenic, and tissue reaction is minimal.) 


Thrombin, Its Properties and Method of Utilization in Surgery. V. A. Kudry- 
ashov. Am. Rev. Soviet Med. 2:243-46, Feb. 1945. (The optimum tempera- 
ture for the hemostatic action of thrombin is near body temperature. Before 
operation, thrombin should be placed in a sterile container and placed in 
water heated to 40° C. Gauze tampons, pads or sponges may be placed in 
the container and saturated with thrombin before operation. The gauze 
tampons or pads are removed from the thrombin and placed on the bleeding 
surface of the wound to control hemorrhage. If the hemorrhage is from a 
blood vessel deep in the wound, the tampon or sponge saturated with throm- 
bin is left in the wound for a longer period, and the gauze repeatedly satu- 
rated with thrombin through the needle of a syringe. This method of ad- 
ministering thrombin for hemostasis is used by many Russian surgeons; it 
has proved of special value in neurosurgery.) 

|We would prefer to await the presence of oozing before using thrombin 
sponges, and it is questionable whether hemorrhage from a vessel deep in the 
wound should not be investigated and the vessel tied.--Eb. | 
Absorbable Oxidized Cellulose with Thrombin as a Hemostatic Agent in Sur- 
gical Procedures. Alfred Uihlein, O. Theron Clagett, Arnold E. Osterberg 
and Warren A. Bennett, Rochester, Minn. Surg., Gynec. & Obst. 80:470-72, 
May 1945. (Encouraging results were obtained by various surgeons at the 
Mayo Clinic with specially prepared absorbable oxidized cellulose, of a type 
resembling gauze or cotton with a solution of thrombin, for hemostasis. In 
a series of 60 cases hemostasis was immediate and excellent in 37 cases, and 
satisfactory in 20 cases. Its removal from a wound does not cause secondary 
bleeding, but the use of any large amount in a deep non-drained wound 
would be unwise. Further clinical trial of absorbable oxidized cellulose, both 
with and without thrombin, seems justified. The cellulose is more easily re- 
moved from the wound than ordinary gauze and there is no excess formation 
of granulation tissue.) 


4. Surgical Infections 


CONTROL OF INFECTION IN RECENT WOUNDS BY 
SURGERY AND LOCAL CHEMOTHERAPY 
F. H. Bentriey (Lt. Col., R.A.M.C.) and Scorr THomson (Major, R.A.M.C.) 
Brit. M. J. 1:471-74, April 7, 1945 


A study was made of 1,000 wounds at a base hospital in the Cen- 
tral Mediterranean area. ‘The clinical appearance of each wound was 
noted and a swab taken for bacteriological examination when the pa- 
tient was first admitted to the hospital. Wounds were classified as 
“clean” when they had the normal appearance of a recently operated 
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wound with no reactive changes; as “dirty” when the surface was 
covered by tissue exudates; as “infected” when pyogenic cocci were 
present in the wound (Staphylococcus pyogenes aureus or Strepto- 
coccus pyogenes); as “septic” when dirty wounds were infected with 
pyogenic organisms. 

In cases where the wound had been treated by operation alone at 
the C. C. S. (Casualty Clearing Station) and not disturbed during 
transit, 49 per cent were infected and 23 per cent were septic when 
first examined at the base hospital. Of wounds treated at the C. C. S. 
by operation and local application of sulfanilamide powder, 43 per 
cent were infected and |] per cent septic. When the wound had 
been treated by operation and local application of penicillin-sulfathia- 
zole powder, the incidence of infection was 25 per cent and, of sepsis, 
7 per cent. This would indicate that sulfanilamide applied locally 
had a bacteriostatic effect, so that incidence of sepsis was definitely re- 
duced, although the incidence of infection was not significantly 
reduced. Penicillin-sulfathiazole powder, however, resulted in the 
destruction of the pyogenic organisms in about one-half of the infected 
wounds, as well as in a low incidence of sepsis. 

Wounds that had been operated on at the C. C. S. within 12 hours 
after wounding showed a lower incidence of infection than those op- 
erated on between 12 and 24 hours after wounding. In each group 
the incidence of infection was lowest in those wounds treated with 
penicillin-sulfathiazole powder. ‘The length of time between wound- 
ing and arrival at the base hospital did not affect the incidence of infec- 
tion. 

The importance of the control of infection by operation and 
chemotherapy at the C. C. S. is shown by the results of suture at the 
base hospital. In wounds in which pyogenic organisms were not pres- 
ent at the time of suture, grade I union was obtained in 80 to 85 per 
cent, whether the wound appeared clean or dirty. In wounds in 
which infection with these organisms was present, even though the 
wound appeared clean, there was a lower incidence of successful union. 

| This analysis shows the great value of penicillin. The value of sulfathiazole 
which was mixed with it might be questioned.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

X-Rays in Diagnosis and Localization of Gas-Gangrene. F. H. Kemp, Radcliffe 
Infirmary, Oxford, England. Lancet 1:332-34, March 17, 1945. (Radiological 
examination has proved of pein value in demonstrating the spread of gas 
through the tissues in cases of gas gangrene, and shows the extent of the infec- 
tion when operation is to be done. ‘The surgeon does not need to remove all 
infected tissues; the infected muscle should be removed, and chemotherapy 
employed to overcome any remaining infection in the loose cellular tissues. 
In 3 of the 6 reported cases, this procedure gave good results.) 


Convulsive Factor in Commercial Penicillin. A. Earl Walker and Herbert C. 
Johnson, Chicago, Ill. Arch. Surg. 50:69-73, Feb. 1945. (The application 
of penicillin to the cerebral cortex of cats, dogs, monkeys and human beings 
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has given rise to convulsive manifestations. The antibiotic and convulsive 
factors of penicillin appear to be closely related and are affected about equally 
by aging, boiling and acidifying the penicillin solution and by dissolving the 
penicillin in alcohol. In human beings penicillin applied to the cerebral 
cortex in doses of 10,000 to 20,000 Oxford units may produce convulsive 
manifestations.) 


The Treatment of Actinomycosis with Penicillin. John M. Walker (Maj., M.C., 
A.U.S.) and Joseph W. Hamilton (Capt., M.C., A.U.S.), Brigham City, Utah. 
Ann. Surg. 121:373-84, March 1945. (Six cases of actinomycosis were treated 
with penicillin therapy, with favorable results. Treatment with penicillin in 
such cases must be prolonged. Surgical excision should be used as an ad- 
junct to penicillin therapy in the presence of marked fibrosis and scarring. 
Several of the patients were treated with repeated intravenous injections of 
penicillin, but the intramuscular route is considered superior. The possible 
advantages to be gained from a combined therapy with sulfonamides and 
penicillin in this disease are suggested.) 


Topical Use of Concentrated Penicillin in Surface-Active Solution. Edwin J 
Grace, Brooklyn, N. Y., and Vernon Bryson, Cold Spring Harbor, N. Y. Arch. 
Surg. 50:219-22, April 1945. (Topically applied penicillin containing 500 
Oxford units per cc. may not be sufficiently concentrated for optimum thera- 
peutic effect in refractory chronic infections. Definite advantages were noted 
in the use of 4,000 units per cc. in isotonic solution of sodium chloride with 
0.1 per cent of the detergent sodium tetradecyl sulfate for local application 
to chronically infected areas of bone and soft tissue, and for the treatment 
of infected amputations. If the efficacy of this simple procedure is further 
confirmed, the magnitude of mutilating major surgical procedures for osteo- 
myelitis may be substantially limited.) 


Penicillin in the Treatment of Infections. Chester S. Keefer, Boston, Mass. 
West. J. Surg. 53:93-107, April 1945. (A table of organisms which are peni- 
cillin-susceptible and of organisms which are penicillin-resistant is pre- 
sented. The clinical results of penicillin therapy in various infections are dis- 
cussed in the order of sensitivity to penicillin of the various causative agents. 
These conditions include gonococcic, meningococcic, pneumococcic infections, 
tonsillitis, otitis media, mastoiditis, staphylococcic infections, streptococcic 
infections due to Streptococcus hemolyticus, acute and chronic osteomyelitis, 
bacterial endocarditis, clostridial infections and gangrene, as well as syphilis. 
The toxic reactions of the drug, its use in miscellaneous infections, its prophy- 
lactic use and cases of failure to respond are discussed. Conditions failing to 
respond include tuberculosis, poliomyelitis, Hodgkin’s disease, histoplasmosis, 
moniliasis, malaria, cancer, lupus erythematosus diffusa, non-specific iritis and 
uveitis, pemphigus, toxoplasmosis, blastomycosis, coccidiomycoses, acute rheu- 
matic fever, virus infections, acute and chronic leukemia, ulcerative colitis, 
infectious mononucleosis. 14 references. 3 charts. 3 tables.) 

[Some of the newer methods of using penicillin suggested are rectal and 
vaginal suppositories, intra-arterial injections and one-half the ordinary intra- 
muscular injection dose in alumina gel, and preparations for oral administra- 
tion.—Ep. } 


Sulfathiazole-Codliver Oil Ointment in the Postoperative Care of the Septic 
Hand. David Brezin (Capt., M.C., A.U.S.). Am. J. Surg. 68:232-33, May 
1945. (An ointment consisting of 10 per cent sulfathiazole and 10 per cent 
codliver oil in a lanolin base was used in the postoperative wounds of the 
septic hand. The use of postoperative fomentations was discarded. The 
infection cleared quickly and healing was more rapid than by previously 
used methods. Soft and hard tissue contracture did not conplicate these 
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cases. It is suggested that the deletion of abrasive packing and drains from 
the wounds and the early institution of motion were responsible.) 


{Some have found that sulfathiazole delays healing of non-infected wounds. 


There seems to be no objection, however, to its incorporation with a codliver 
oil ointment.—Ep. | 


Penicillin and Sulfonamides in the Treatment of Osteomyelitis and Pyogenic 


Arthritis. J. Albert Key, Washington Univ. School of Medicine, St. Louis, Mo. 
Bull. New York Acad. Med. 21:87-98, Feb. 1945. (If a sulfonamide is to be 
used in the treatment of osteomyelitis, sulfathiazole is the drug of choice; 
penicillin is a safer and more powerful “antibacterial agent’”” when available. 
In acute osteomyelitis treatment includes immobilization of the part, intra- 
venous fluids and transfusion [if necessary], as well as full therapeutic doses 
of sulfathiazole or penicillin. If treatment is instituted early, operation on the 
focus in the bone may not be necessary; but if the focus in the bone is well 
established, operation for drainage should be done. In chronic osteomyelitis. 
surgery is still indicated, although sulfathiazole or penicillin is a valuable 
adjunct. Sulfathiazole or sulfathiazole with penicillin should be used in the 
wound alter removal of sequestra and infected bone. ‘The Orr treatment is 
used for wounds that cannot be closed satisfactorily, including the use of 
sulfathiazole in dressing the wound or instillation of penicillin.) 


The Control of Hospital Infection Wounds. Robert E. O. Williams, Barbara 


Clayton-Cooper, 1. W. Howat and A. A. Miles. Brit. J. Surg. 32:425-31, Jan. 
1945. (Following a description of methods employed for this survey, 1t is 
demonstrated that a dressing technic, revised according to principles laid down 
by the Medical Research Council War Memorandum, resulted in reducing 
percentages of wound infection following admission, from 13.9 per cent to 
).75 per cent for streptococcus pyogenes infections and from 100 per cent to 
17.7 per cent for staphylococcus aureus infections. ‘The revision included 
wearing of masks, “no-touch technic’ and exposure of the wound for a 
minimum time. Instead of several nurses acting singly, there were 3 nurses 
on a team to act as server, dresser and runner. Instead of weekly rounds of 
inspection, the staff inspected wounds at the time of routine dressing.) 


The Value of Staphylococcus Toxoid in the Treatment and Prevention of 


Chronic Staphylococcus Infections. Helen Zaytzeff Jern, Catherine Caprarro 
and Frank L. Meleney, New York, N. Y. Surgery 17:363-78, March 1945. 
(From their experience in the treatment of 93 patients with recurrent furun- 
culosis and axillary abscesses with Lederle’s pepsin digest toxoid [with com- 
plete recovery in only 38 per cent] and 40 patients treated with Connaught 
toxoid [with complete recovery in 78 per cent] as well as a comparison of 
results in cases treated with each agent for more than 7 injections, it is con- 
cluded that staphylococcus toxoid made from toxigenic strains is able, bv 
means of repeated injections, to increase the antihemolysin titer of the blood 
and to lessen significantly the incidence of recurrence of furuncles and 
carbuncles.) 


A Clinical Appraisal of Cetylpyridinium Chloride as a Skin Antiseptic. James 


A. Helmsworth and Paul I. Hoxworth, Cincinnati, Ohio. Surg., Gynec. & 
Obst. 80:473-78, May 1945. (The pharmacological and toxicological prop- 
erties of cetylpyridinium chloride are discussed as well as the method of use 
and experimental findings. ‘Tincture of cetylpyridinium chloride applied to 
operative fields washed with soap and water, alcohol and ether, has a definite 
germicidal effect. Scrubbing operative fields with a 1:100 aqueous solution 
of this drug produces a striking germicidal effect. This aqueous solution is 
well tolerated by the skin and its physical properties render it acceptable to 
operators. It is likewise inexpensive.) 
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5. lumors 


REFERENCES TO CURRENT ARTICLES 

Observations on the Conversion of Normal Into Malignant Cells. Warfield M. 
Firor and George O. Gey, Baltimore, Md. Ann. Surg. 121:700-703, May 1945. 
(Conversion of normal rat fibroblasts into several strains of malignant cells 
was characterized by changes in the morphology of the cells, in the pattern 
of cellular division and in cultural characteristics of the colonies. Inocula- 
tion of such altered cells into rats led to development of several different types 
of malignant tumors. Some possible explanations for the occurrence of these 
changes are suggested, but the actual demonstration of a single causative fac- 
tor is lacking.) 


Vascular Insufhciency of the Lower Extremity Due to Osteoma of the Femur: 
Case Report. Robert M. Rankin, Seattle, Wash. Surgery, 17:419-21, March 
1945. (Description of a case of intermittent claudication in a man of 48 years, 
relieved by removal of an osteoma of the femur. The vascular insufficiency 
was caused by obstruction of the femoral artery and vein by the tumor and 
by secondary arteriosclerosis of the artery.) 


Carcinoma of the Oesophagus: Resection and Oesophago-Gastrostomy. Vernon 
C. Thompson, London. Brit. ]. Surg. 32:377-80, Jan. 1945. (A case of carci- 
noma of the lower end of the esophagus involving the stomach is described. 
After preliminary jejunostomy, the growth was resected and esophago-gastros 
tomy was performed through a thoracic incision. The patient swallowed 
normally until his death 2 years and 6 weeks later from multiple intraperi 
toneal metastases. ‘This is the first successful operation of this kind to be 
done in England.) 


Tumors of the Subcutaneous Tissues and Fascia: With Special Reference to 
Fibrosarcoma—A Clinical Study. David A. Wilson, Durham, N. C. Surg., 
Gynec. & Obst. 80:500-508, May 1945. (A classification of 871 soft tissue 
tumors seen in the past 10 years. ‘The ratio of benign to malignant tumors 
was 8 to |. ‘There were I11 fibrosarcomas. In these tumors early radical 
excision is the treatment of choice. By this method, 29.7 per cent of the cases 
with fibrosarcoma were cured. The mortality rate was 62.2 per cent, and 8.1 
per cent of the patients are still living, including those being treated for recur- 
rence. Results of local excision were satisfactory in grades I and II, but in 
grades III and IV, amputation was indicated. X-ray therapy may occasionally 
retard the growth of a tumor, but is usually unsatisfactory.) 


6. Neurosurgery 


REFERENCES TO CURRENT ARTICLES 


Rehabilitation in Head Injuries. Donald F. Coburn (Lt. Comdr., M.C., 
U.S.N.R.). S. Clin. North America, New York No., 403-17, April 1945. (Re- 
view of the plan advocated for rehabilitation in head injuries in a Naval Base 
Hospital stationed in the Southwest Pacific, and general plan of handling 
patients upon admission to a Naval Hospital in this country. It is empha- 
sized that the initial treatment of the patient may be the most important 
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in his entire program. The various stages in the care of these patients are 
reviewed, including initial treatment, transportation, base hospital manage- 
ment and management in a general hospital. Educational, recreational and 
vocational programs are discussed. Encouragement and reassurance as to 
their future fate constitute an important element in rehabilitation of these 
patients.) 

Electroencephalographic Studies in Head Injuries. Robert $. Dow, George Ulett 
and John Raat, Portland, Oreg. J. Neurosurg. 2:154-69, March 1945. (An 
electroencephalographic study of 213 patients who had sustained head in- 
juries in shipyards near Portland, Oregon. The series included 185 men and 
28 women. ‘The ages ranged from 16 to 87 years; the average age was 36.3 
years. Follow-up studies were made on 86 patients. Only 16 of these 86 
cases, examined after clinical recovery, showed a change in the record of suf- 
ficient degree to change them from one group to another. Fifteen shifted 
toward normalcy and one patient showed a shift from the borderline to an 
abnormal record. It is suggested that there is a different susceptibility to 
electroencephalographic changes in different individuals following trauma, 
and some evidence that age may be a factor in this electroencephalographic 
susceptibility or instability. No particular activity, as analyzed by wave form, 
frequency and voltage of brain activity seen in the encephalograms, appeared 
to be characteristic of the electroencephalogram following mild cerebral 
trauma.) 


7. Skull 


TANTALUM CRANIOPLASTY FOR WAR WOUNDS OF 
THE SKULL 
BARNES WoopHALL (Major, M.C., A.U.S.) and R. GLEN SPURLING 
(Lt. Col., M.C., A.U.S.) 


Walter Reed General Hospital, Washington, D. C. 
Ann. Surg. 121:649-71, Mav 1945 


Tantalum cranioplasty was carried out in 79 patients at the Walter 
Reed General Hospital during the past 11 months. In all cases, the 
existing neurologic defect and the potential epileptogenic activity of 
the concomitant cerebral scar must be evaluated before operation. 
The indications for repair of the skull are cited. In military neuro- 
surgery all skull defects of more than 3 cm. in diameter have to be 
repaired for return to duty status. ‘The various materials that have 
been used for skull repair are discussed and the advantages of tantalum 
stressed. 

The preparation of a tantalum plate by the indirect or primary 
method is described, as well as the operative fixation of the plate, and 
the direct or secondary method of preparation and insertion of the 
tantalum plate. With the exception of early exploratory efforts in 
cranioplasty, the present writers have made use of Hemberger’s tech- 
nic, i.e., the indirect or primary method. Most of the operations were 
done under local anesthesia with heavy sedation. In unilateral and 
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bilateral frontal defects, the use of a coronal scalp flap and manipula- 
tion in this region require the use of a general anesthetic (intratracheal 
ether). 

Predominance of linear scars permitted approach to the skull de- 
fect in most cases by simple excision of the original scar, and by dissec- 
tion and retraction of the scalp flaps. The incisions used for scars in 
different regions are described. Prophylactic penicillin therapy is 
given every 3 hours for the 24 hours prior to operation, penicillin is 
injected beneath the scalp incision at the termination of the cranio- 
plasty, and intramuscular injections of penicillin are continued for 3 
days thereafter. Under this regimen there have been no infections. 
This primary method is applicable to the majority of skull defects 
observed 2 to 4 months after the initial injury. 

In civilian neurosurgery, the direct or secondary method may 
prove more useful. ‘This consists of a preliminary direct impression 
of the proposed tantalum plate, and its insertion at a secondary opera- 
tion. The débridement of bone in acute injuries of the skull, or the 
removal of a skull tumor, or the sacrifice of a bone plate at craniotomy 
may suggest the desirability of a secondary repair of the defect. In 
certain cases repair may be facilitated by ledging the circumference of 
the bony defect. An impression of the defect and the exact contour 
of the circumferential ledge is taken with autoclaved dental com- 
pound. Before closing the primary incision, a sheet of tantalum foil, 
0.00025 inch thick, is placed over the defect and extending well be- 
yond the ledge. The tantalum plate formed from the direct impres- 
sion requires no adjustment at the secondary operation, so that the 
procedure can be carried out at any time advisable during convales- 
cence. Other methods available for the repair of skull defects involv- 
ing relatively uncomplicated skull contours are mentioned, including 
preformed plates, hammered plates, and preparation of plates at the 
operating table by hammering. Various fixation methods are 
described. 

It is emphasized that localized tenderness and pain in the area of 
the defect seem to be benefited by cranioplasty. ‘Tingling paresthesias 
in the upper and lower extremities and chest wall upon rapid and 
pronounced flexion of the cervical spine are not affected by cranio- 
plasty. An attempt was made to ascertain whether cranioplasty has 
any influence on underlying convulsive states. The changes in the 
electrical activity of the brain from 4 to 12 months after cranioplasty 
were studied in 26 cases. Of these, 12 showed no change in the char- 
acter of the cortical electrical activity. In 10 cases, there was evidence 
of improvement in an abnormal electro-encephalogram, and in 4 cases 
the abnormal activity became even more manifest with the develop- 
ment of epileptogenic foci. Cranioplasty was not performed on pa- 
tients whose convulsive state had not been controlled by conservative 
measures. ‘Thirty-six patients were discharged from the hospital to 
duty. 
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Among postoperative complications may be mentioned infection 
in 2 cases, plate slipping in | case from the earlier period, and extra- 
dural pneumatocele (frontal sinus) in 1 case. The authors were not 
impressed with the value of pneumoencephalography in the estima- 
tion of the degree of the concomitant cerebral injury. With the use 
of multiple projections, the insertion of a tantalum plate need not 
detract from future application of this method in cases in which resec- 
tion of a cerebral-cicatrice may be indicated. Attention is drawn to 
the fact that the thin, squamous portion of the temporal bone does not 
allow wiring readily nor ledge formation. In this area primary fixa- 
tion of a tantalum plate may be obtained by alternating small V-shaped 
wedges of the plate itself, implanted above and below the bone edge 
The remainder of the plate is then fixed by any of the methods de- 
scribed. 26 references. Discussion by Dr. W. J. Mixter, Boston. 
Mass.; Lt. Col. D. Henry Poer, Martinsburg, W. Va.; Dr. Claude C. 
Coleman, Richmond, Va.; Dr. Joseph E. J. King, New York, N. Y.; 
Dr. John W. Price, Jr., Louisville, Ky.; and Dr. Alton Ochsner, New 
Orleans, La. 


THE MANAGEMENT OF EXTENSIVE SCALP DEFECTS IN 
CRANIOCEREBRAL INJURIES 


S. G. BaLkin (Major, M.C., A.U.S.), C. E. Dowman (Major, M.C., A.U.S.) and 
W. W. Kiemperer (Capt., M.C., A.U.S.) 


J. A. M. A. 128:70-72, May 12, 1945 


Frequently more scalp tissue is excised during débridement than 
is lost by evulsion. Any form of relaxing incision in the scalp which 
reaches only as deep as the galeal layer can be of no use, yet even those 
which penetrate into the subepicranial space allow at best only slight 
mobility of the surrounding scalp, especially over the occipital and 
parietal regions. Over the frontal and temporal areas the scalp is less 
firmly attached, and small defects may be closed by direct approxima- 
tion of the skin edges, utilizing relaxing incisions, tripod and the like. 
Further, owing to the pull of the occipito-frontalis muscle, defects 
closed in an anteroposterior direction can be brought together with 
less tension than similar ones closed in the opposite plane. 

Extensive scalp defects are best repaired by sliding flaps obtained 
from the borders of the defect. Usually one single pedicle flap of 
sufficient size can be obtained to cover the defect adequately, or it may 
be necessary to rotate two single pedicle flaps when availability of scalp 
tissue is limited. If the blood supply to the scalp is questionable or it 
is not feasible to make the base of the flap of sufficient width, in order 
not to jeopardize the result, a double pedicle flap should be utilized. 
Scalp lacerations extending beyond the borders of the defect will 
influence the size, shape and number of flaps to be used. 
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The covering flap, or flaps, should be designed to fill the defect 
without tension and should extend beyond the borders of the bony, 
defect for a considerable distance. The flap can be outlined and 
quickly raised by blunt dissection through the subepicranial space with 
little bleeding encountered in this space. Bleeders above the galea 
are caught as usual, but those on the flaps are not coagulated nor are 
ties applied. ‘There is little tendency for the flap to bleed once it has 
been raised. When the flap is raised, subepicranial tissue becomes 
available lateral to the bony defect. A sufficiently large flap of this 
tissue may be outlined with the base at the margin of the defect and 
tipped over to cover it. ‘The scalp flap is then sutured into the defect, 
covering the subepicranial graft, a two-layer closure being used. ‘The 
drain necessary to prevent the collection of blood or cerebrospinal 
fluid beneath the flap is placed preferably through a stab wound at 
some distance from the suture line. 

The donor site of the flap is then covered with a split skin graft 
carefully. sutured into position, the suture ends being left long, to be 
used as ties later. Accurately fitted over this free graft are several 
thicknesses of petrolatum gauze and layers of dry gauze, which extend 
considerably above the surface of the scalp. ‘The long suture ends 
are then tied over the gauze with moderate tension, producing a stent 
with sufficient pressure over the graft. ‘The dressings which cover 
the flap and drain can be removed daily, if necessary, without disturb- 
ing the graft. All sutures and the stent are removed on the fifth or 
sixth postoperative day. At first removal the area covered by the split 
graft appears as a deep hole, but with contracture of the skin this will 
gradually fill up. ‘Three cases are reported in detail. 7 figures. 


DEPRESSED FRACTURES OF THE SKULL, THEIR SURGERY. 
SEQUELAE AND DISABILITY 
Mark ALBERT GLASER and FREDERICK P. SHAFER 


Los Angeles, Calif. 
J. Neurosurg. 2:140-53, March 1945 


In the treatment of depressed skull fracture the following prin- 
ciples should be followed: (a) Avoid elevation of simple and com- 
pound rounded, non-spiculated depressions confined to silent areas of 
the brain; (b) avoid elevation of simple and compound fractures, if 
not over the motor area, in which a large segment of bone is separated 
but hinged at one side, and in which, as is usual in fractures of this 
type, the depth of the depression is not great; (c) elevate simple and 
compound rounded depressions over the motor area; (d) elevate the 
fragment in all cases of spiculated fractures; (e) elevate in all cases 
where uncertainty exists as to whether spiculation is present. 

The force of the blow struck, and not the existence of a simple 
rounded depressed area of bone, is responsible for the underlying 
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brain damage. In those cases wherein extensive brain damage has 
occurred, early elevation will not prevent sequelae. In this series of 
11] cases, complete recovery occurred in 45 patients (40.5 per cent); 
partial permanent disability in 30 patients (27.0 per cent); total per- 
manent disability in 22 patients (19.8 per cent); fatality in 14 cases 
(12.6 per cent). If the patient does not return to work within 4 
months, the probability of some type of permanent disability is very 
great. Approximately 85 per cent of those with momentary or no 
unconsciousness recovered without disability. 

The sequelae of the entire series consisted of the following objec- 
tive findings and subjective complaints: headaches, 45 cases (40.4 per 
cent); dizziness, 30 cases (27.0 per cent); nervousness, 28 cases (25.2 
per cent); convulsions, 17 (15.3 per cent); psychosis, 17 (15.3 per 
cent); eighth nerve disturbance in 11 (9.9 per cent); hemiparesis in 
10 (9.0 per cent); abnormality of the third, fourth or sixth cranial 
nerve in 14 (12.6 per cent); aphasia in 7 (6.3 per cent); first cranial 
nerve in 7 (6.3 per cent); and second cranial nerve in 5 (4.5 per cent). 

In 8 of the 14 cases the cause of death was severe brain damage, 
consisting of contusions, lacerations, and small and large hemorrhages 
throughout the brain. Five of these 8 patients were not operated 
upon. ‘These 8 patients died at varying periods after the injury, 
which were 3 hours, 12 hours, 14 hours, 18 hours, 24 hours, 48 hours, 
5 days, and 7 days after injury. 

Three of the remaining 6 patients, in addition to severe brain 
damage, had an associated subdural hematoma. ‘Two of these were 
operated upon, and the hematoma removed. Of the remaining 3, 2 
died of a meningitis 14 and 20 days after injury, respectively. In both 
of these the fractures involved the accessory nasal sinuses; the de- 
pressions were elevated. In one of them a pneumatocephalus was 
present. The third patient was rendered unconscious and remained 
so for a few hours. He had a minor depression and there were no 
objective neurological findings. ‘The second day, while the attending 
physician was in the room, the patient without apparent cause sud- 
denly died. Autopsy failed to reveal the cause of death. 8 figures. 
19 references. 


REFERENCES TO CURRENT ARTICLES 

Plastic Closure of Skull Defect: Case Report Illustrating Use of Tantalum Plate 
and Pedicle-Tube Graft. M. H. Harris (Capt., M.C., A.U.S.) and Barnes 
Woodhall (Maj., M.C., A.U.S.). Surgery 17:422-28, March 1945. (A case is 
described in which, through an error in operative technic, a tantalum plate 
was exposed after gangrene of an overlying thin atrophic scar of the scalp. 
Invasive infection of the brain was prevented by the use of penicillin while a 
dicle graft was prepared and sutured into the resulting scalp defect. Heal- 
ing of the pedicled graft sutured over the tantalum plate proceeded normally, 
and a satisfactory cosmetic result was obtained. Such a procedure, or a com- 
posite variation with primary preparation of the pedicle graft, may offer a 

solution to this troublesome sequel of head injury.) 











556 QUARTERLY REVIEW OF SURGERY 





Arnold-Chiara Deformity in an Adult Without Obvious Cause. Paul C. Bucy 
and Ben W. Lichtenstein, Chicago, Ill. J. Neurosurg. 11:245-50, May 1945. 
(An Arnold-Chiara deformity without bony deformity is reported in a 40- 
year-old negress. The paralysis, sensory disturbances, and complete subarach- 
noid block resulted from pressure of this deformity on the unyielding bony 
rim of the foramen magnum. Surgical decompression of the craniovertebral 
junction resulted in very marked improvement in the clinical picture. It is 
suggested that minor degrees of this deformity which are asymptomatic may 
occur.) 


True Oxycephaly with Syndactylism: Case Report. Bernard N. E. Cohn, Denver, 
Col. Am. J. Surg. 68:93-99, April 1945. (Description of a case with multiple 
malformations and the differentiation of true from false oxycephaly.) 


8. Brain 


A METHOD FOR CONTROL OF CAROTID CEREBRAL 
CIRCULATION DURING OPERATION 


WALLACE B. HAMBY 


University of Buffalo School of Medicine, Buffalo, N. Y. 
J. Neurosurg. 2:241-44, May 1945 


The greatest obstacle to successful operation in intracranial aneu- 
rysm is sudden profuse hemorrhage. The writer describes a technic 
for control of carotid circulation which renders possible more precise 
occlusion of the involved vessels. Draping is described in detail 
with illustrations, so that the entire operation can be performed in 
one stage. 

The common carotid arteries are exposed and a linen ligature is 
passed around each artery. Both strands of this ligature are then 
drawn with a wire hook through a whistle-tipped, woven semi-flexible 
catheter (No. 18 F), and with the tip of the catheter on the artery, the 
latter may be released or occluded at will by traction on the ends of 
the ligature. ‘The wounds around the catheter are then closed with 
buried sutures and skin clips. Draping is planned to permit full free- 
dom of action for the anesthetist, and the craniotomy site is draped as 
usual. 

Should hemorrhage occur, an assistant holds each catheter with 
one hand, making firm gentle traction on the ligatures with the other. 
Once the flow is checked the field can be cleared by suction. Unin- 
terrupted occlusion has not been maintained for more than 10 seconds, 
a nurse calling off the seconds, but should more time be needed to 
control the bleeding, occlusion may be repeated after a few minutes’ 
release. After the craniotomy wound is closed, the drapes are re- 
moved and the catheter slowly withdrawn from the neck incision. 
One strand of the ligature is cut at skin level and the other end with- 
drawn from around the artery. Should the catheter tract gape, another 
skin clip may be applied. ‘he neck wounds are dressed separately 
with small gauze squares and adhesive tape. 
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The method was used by the author in 2 cases, and in | of these 
the lesion was found not to be an aneurysm. In the other case this 
procedure facilitated operation considerably, even though the prelim- 
inary arterial surgery required between 35 and 45 minutes. 


REFERENCES TO CURRENT ARTICLES 


Unusual Size and Extension of a Pituitary Adenoma: Case Report of a 
Chromophobe Tumour with Unusually Extensive Compression of the Base of 
the Brain and Review of the Literature on the Pathways of Extension of 
These Tumours. James C. White (Capt., M.C., U.S.N.R.) and Shields Warren 
(Lt. Comdr., M.C., U.S.N.R.). J. Neurosurg. 2:126-39, March 1945. 


Gross Intracranial Hematomas. Wallace B. Hamby, Buffalo, N. Y. New York 
State J. Med. 45:866-75, April 15, 1945. (Reports 16 cases of gross intracerebral 
hematoma; 7 were associated with cerebral arterial disease and 5 with intra- 
cerebral neoplasm. In | case rupture of an aneurysm of the major blood 
vessel was proved and in 3 cases suspected. One was a case of delayed post- 
traumatic intracerebral hemorrhage. All of these hematomas were drained; 14 
patients recovered and 2 died, 1 death being due to pulmonary atelectasis, 
the other to fatal recurrent hemorrhage from a ruptured aneurysm, 14 
figures. 29 references.) 


Cyst of the Sixth Ventricle (Cavum of Verga): Successful Removal Through 
Transventricular a with Notes on Embryology and Histopathology. 
Michael Scott, Philadelphia, Pa. J. Neurosurg. 11:191-201, May 1945. (This 
case occurred in a child of 6 years suffering from headaches, convulsions and 
enlargement of the head. Encephalography revealed a huge cyst of the 
cavum of Verga, or the sixth ventricle. ‘The cyst was removed through a 
transventricular approach and the choroid plexus in the lateral ventricle was 
coagulated. The symptoms were relieved and the child was well and mentally 
normal when seen one and one-half years after operation.) 


Ventriculographic Diagnosis of Cysticercosis of the Posterior Fossa. Roman 
Arana and A. Asenjo, Santiago, Chile. J. Neurosurg. 11:181-90, May 1945. 
(Twenty cases of brain cysticercosis were studied by ventriculograms obtained 
by injection of air. In 13 the predominant location was in the posterior fossa, 
and in 7 there was a single cysticercosis of the fourth ventricle. All were 
verified surgically or at autopsy. X-ray findings indicating this lesion include: 
(1) hydrocephalus, (2) absence of displacement of the ventricular system, 
especially of the aqueduct, and (3) partial obliteration of the aqueduct and 
fourth ventricle with presence of air in both and in’ the cisterna magna. 
Similar features are observed in single cysticercosis of the fourth ventricle. In 
the latter the contours of the cysticercosis can be outlined. Ventriculography, 
associated with careful clinical, biological and laboratory examinations, is 
the most valuable aid in localizing diagnosis of cysticercosis of the posterior 
fossa. In a total of 202 intracranial tumors observed at the Instituto Central 
de Neurocirugia in 3 years, 25 were cysticercosis. The disease is usually in- 
curable. Eight of the 20 patients in this series survived.) 


Subependymoma: A newly Recognized Tumor of Subependymal Derivation. 
I. Mark Scheinker, Cincinnati, Ohio. J. Neurosurg. 11:232-40, May 1945. 
(A series of 7 tumors in the vicinity of the ventricular system is described, 
and, because of their morphologic features, the name subependymoma is sug- 
gested. These tumors constitute a well-defined group of gliomas, the pre- 
dominant cell type of which is a mature fibrillary astrocyte. Glial fibers 
predominate over cellular elements. The tumor is well demarcated from 
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surrounding tissue, revealing an expansive rather than an infiltrating type of 
growth. The tumor usually expands toward the ventricular space. Mitotic 
figures, giant cells and areas of necrosis are absent. These tumors are probably 
derived from the residual periventricular matrix layer, or the so-called sub 
ependymal cell plate. Two cases are described.) 


Retained Intraventricular Foreign Body. J. M. Small (Maj., R.A.M.C.). Brit. 
J. Surg. 32:414-18, Jan. 1945. (A case is described in an officer of 29 years, 
with ventricular penetration of a revolver bullet, which was at first freely 
mobile within the ventricle and then became lodged within the occipital 
horn. Spontaneous backward movement and rotation then occurred within 
the occipital lobe. The missile was of low velocity and unlikely to be sterile. 
Yet, even after 54 hours, it caused only mild disturbance of spinal fluid chem- 
istry and cytology. In most other cases operation has been indicated because 
of meningeal irritation or infection. In this case there was no indication 
for removal but rather a contraindication, as the patient had only one re- 
maining eye, and operation might be expected to cause a field defect and 
speech disturbance.) 


The Symptom of “Electrical Discharge” in Brain Injuries. A. V. Triumfov. 
Am. Rev. Soviet Med. 2:350-52, April 1945. (In cases of disseminated sclerosis 
and in spinal cord injuries it has been noted that when patients bend the head 
and body forward, there is a sensation of an “electric current” passing down 
the spine and radiating into arms and legs. This symptom has recently been 
observed in 23 cases of brain injury, located chiefly in the occipital region [7 
cases], in the parieto-occipital |5 cases] or the parietal region [5 cases]. In 
20 cases the dura mater was known to have been injured. This symptom 
developed either as the wound healed or 2 to 3 weeks after healing was com- 
plete; it developed gradually and disappeared gradually. It may be assumed 
that it is caused by the formation of scar tissue and adhesions in the meninges.) 


Some Psychiatric Aspects of Nervous System Injuries. Walter O. Klingman (Lt. 
Col., M.C., A.U.S.). Bull. New York Acad. Med. 21:225-34, May 1945. (The 
disturbances of consciousness following brain injury, vary from coma in severe 
injuries to states of confusion in slight injuries. In severe injuries there may 
not be complete recovery and signs of local damage are likely to be found. 
Residual symptoms may be due to local damage, or there may be a neurotic 
element responsible for the prolongation of symptoms. Diagnostic aids in 
these cases include psychological testing, electroencephalography and _ air 
encephalography.) 


Pantopaque Myelography: Results, Comparison of Contrast Media, and Spinal 
Fluid Reaction. William G. Peacher (Capt., M.C., A.U.S.) and Robert C. L. 
Robertson (Maj., M.C., A.U.S.). J. Neurosurg. 11:220-31, May 1945. (The 
authors present a study of the use of pantopaque in 300 successive myelograms. 
Accuracy of the myelogram in diagnosis was 96.7 per cent in 150 cases 
operated upon for herniated nucleus pulposus. Pantopaque is more easily 
removed than lipiodol, is gradually resorbed and reactions are extremely rare. 
It is not contra-indicated in inflammatory or degenerative lesions and has 
not resulted in encystment. The meningeal response to injection is minimal 
and transient. It is emphasized that in attempting to diagnose herniated 
nucleus pulposus, all available evidence should be considered, including his- 
tory, clinical findings, and pantopaque studies including fluoroscopy and 
x-rays, rather than reliance on any one factor alone.) 
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9, Spine and Spinal Cord 


SACRAL AND PRESACRAL TUMORS 
GerorcE V. BRINDLEY 


Temple, Texas 
Ann. Surg. 121:721-36, May 1945 


‘Tumors originating in and ventral to the sacrum are rare. Within 
a period of 14 months, the author encountered 3 tumors of this region, 
one a chordoma, another an ependymal cell glioma, and a third a 
large dermoid cyst. Following a review of the literature and a dis- 
cussion of pathology and surgical treatment of these tumors, a brief 
report of these 3 cases is presented. ‘The paper emphasizes primarily 
the treatment and prognosis of malignant lesions of this region. 

In the case of the chordoma, complete removal was possible be- 
cause the tumor was relatively small. Emphasis is placed on the value 
of wide excision of primary malignancies of low grade which do not 
tend to metastasize. ‘The use of the cautery knife for the excision is 
believed to have been a factor in the results obtained in this case. It 
is believed that this patient will remain well. The case of ependymal 
cell glioma emphasizes the necessity of removing widely all malignant 
tissue at the time of the primary operation. Certainly a more radical 
removal of the neoplasm should have been done when the initial op- 
eration was performed. Furthermore, even though such a patient 
develops a recurrence of disease, it may still be possible by a second 
surgical procedure to eradicate all diseased tissue and thereby cure 
the patient. “The case of the presacral dermoid indicates that a good 
result may be expected when the complete removal of a benign neo- 
plasm has been accomplished. 

A majority of chordomas and ependymomas are malignant lesions 
of low degree of cellular activity. ‘They tend to recur locally rather 
than by distant metastasis. ‘he operative notes for some of these 
cases, in which there was recurrence, state that all apparent malignant 
tissue was removed by a curette. Curetting a malignant lesion rarely, 
if ever, results in a cure. The ideal to be attained by the surgical 
procedure is an initial, complete surgical extirpation of the neoplasm 
leaving the field free from contamination by transplanted malignant 
cells. Due appreciation of adequate exposure is important. The 
sacrifice of important structures must be accepted when necessary for 
the complete eradication of disease. Much of the lower portion of 
the sacrum, the coccyx, the lower three sacral nerves and the muscles 
of this region can be removed without causing severe disability. Rec- 
ognition of this fact should lead to more radical primary excision of 
the operable lesions. ‘The use of the cautery knife as the agent for 
the excision definitely increases the probability of leaving the field 
free of transplanted malignant cells. Surgical treatment for these neo- 
plasms based on the above facts will result in a smaller percentage of 
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local recurrence and also will definitely increase the number of pa- 
tients cured. 9 figures. 26 references. Discussion by Dr. George 
E. Bennett, Baltimore, Md.; Dr. W. J. Mixter, Boston, Mass.; Dr. 
John C. A. Gerster, New York, N. Y.; and Dr. G. W. N. Eggers, Gal- 
veston, Texas. 


TREATMENT OF SPINAL COLUMN AND SPINAL CORD 
WOUNDS 


N. L. Proprer-GRASHCHENKOV 
Academy of Sciences, U.S.S.R. 
Am. Rey. Soviet Med. 2:292-302, April 1945 


In the treatment of wounds of the spinal column and spinal cord, 
early débridement of the wound at first aid stations is not recom- 
mended. ‘The patient should be placed on a stretcher or firm frame 
for evacuation to a hospital with adequate facilities for cerebrospinal 
operations. Sulfonamides should be given; and thiamine is of value 
in reducing congestion of the spinal cord. In most cases operation 
should be done as soon as possible after admission of the patient to 
the hospital. Operation is not done, however, in the presence of 
acute purulent meningitis; sulfonamide treatment is given in these 
cases, and operation done when the acute stage subsides. In some 
patients with partial or complete section of the spinal cord, with poor 
resistance, but without infection, operation may also be delayed while 
the patient’s resistance is built up by blood transfusions, treatment 
with thiamine and other factors of the vitamin B complex, care of the 
bladder, and prevention of bedsores. 

In the prevention of hemorrhage in operations on the spine and 
spinal cord, thrombin has been used locally, but more recently it has 
been found that menadione or vitamin K given by mouth is an effec- 
tive hemostatic agent. [he usual dosage is 10 mg. three times daily 
for 3 days, including the day of operation; in some cases as much as 
30 mg. has been given several hours before operation. Chronaxi- 
metric methods are employed in some cases on the operating table to 
estimate the degree of injury to the spinal roots and spinal cord. In 
the postoperative period the administration of phenamine (benze- 
drine), in doses ranging from 0.01 gm. daily to 0.02 gm. twice daily, 
has been found to be of value in stimulating the conduction of motor 
impulses in cases where the cord has been damaged, except when 
there is complete section of the cord. 

After operation, maximal rest of the vertebral column is secured 
by keeping the patient in a plaster “cradle,” lying on his back with 
periods of rest in the abdominal position. After the wound heals sat- 
isfactorily, suitable passive and active exercises may be carried out 
with the patient lying on his back or abdomen. When bony union of 
the fractured vertebrae occurs, a gradual change is made to the erect 
position with the patient wearing a corset. In the convalescent period, 
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various physiotherapy methods, including special baths and active and 
passive movements, are of value. Surgical measures may be employed 
to correct deformities. 


REFERENCES ‘TO CURRENT ARTICLES 


Intervertebral Disk Lesions Are the Most Common Cause of Low Back Pain 
with or without Sciatica. J. Albert Key, St. Louis, Mo. Ann. Surg. 121:534-44, 
April 1945. 

Lesions of the Intervertebral Disc: Clinico-Pathologic Study of ‘Twenty-Two 
Cases. Jefferson Browder, Brooklyn, N. Y., and Robert Watson, Little Rock, 
Ark. New York State J. Med. 45:730-37, April 1, 1945. (Reports 22 cases of 
cervical spinal cord with or without spinal nerve root compression resulting 
from herniation or protrusion of part of an intervertebral disc. Three dif- 
ferent types of intervertebral disc changes were observed: discrete nodules 
projecting into the vertebral canal, true dorsal herniation of the nucleus 
pulposus, and ridges of annulus fibrosus surmounting hypertrophic bone at 
the margins of the adjacent vertebra. One potiont died before operation 
could be done; 25 operations were done on 21 patients without a death. 
Hemilaminectomy was not employed; a wide exposure was preferable. True 
herniation of the nucleus pulposus or the cartilaginous nodules was removed 
without unusual difficulty, usually transdurally. When there was a ridge of 
annulus fibrosus present it was removed with great caution, one half being cut 
from one side, and the remainder from the opposite side of the spinal cord. 
Secondary operations were done in 3 patients wocauer of recurrent symptoms. 
Two illustrative cases are reported. 13 references. 5 figures.) 


The Intervertebral Disc: Its Microscopic Anatomy and Pathology. Part II. 
Changes in the Intervertebral Disc Concomitant with Age. Mark B. Coventry, 
Ralph K. Ghormley and James W. Kernohan, Rochester, Minn. J. Bone & 
Joint Surg. 27:233-47, April 1945. (The present paper deals with the micro- 
scopic changes in the cartilaginous plate, annulus fibrosus and nucleus pul- 
posus of the intervertebral disc from the first to the seventh decades. Photo- 
micrographs and roentgenograins are shown to illustrate these changes.) 


Uncovertebral Osteophytes and Osteochondrosis of the Cervical Spine. Ernst 
Lyon, Jerusalem, Palestine. J. Bone & Joint Surg. 27:248-53, April 1945. 
(Report of a series of 40 patients showing localized hypertrophic lesions 
peculiar to the cervical spine and the first thoracic vertebral body, designated 
by the author as “‘uncovertebral osteophytes.” The latter may be the cause of 
the cervical posterior sympathetic syndrome of Barré, consisting of headache, 
pressure behind the eyes, dizziness, tinnitus, earache and dysphonia. Damage 
to the spinal cord from posterolateral uncovertebral osteophytes has not been 
observed. ‘Therapeutically, the author recommends the use of moist heat, 
or simple cotton bandages applied on the cervical spine, with antineuralgics 
and analgesics. At night the neck should be rested on a soft roll. In severe 
cases large doses of procaine solution may be injected into the affected plexus. 
Ten per cent of the author’s cases resisted treatment.) 


Clinical Anatomy of the Vertebral Veins. Martin Norgore, Seattle, Wash. 
Surgery 17:606-15, April 1945. (It is concluded on the basis of injection 
experiments on cadavers (1) that there is a fourth system of veins, namely the 
vertebral or meningorachidian system in addition to the caval, portal, and 
pulmonary systems, through which tumor cells or infected emboli are some- 
times spread to distant parts; (2) that these veins are of primitive type, carry- 
ing blood at low pressures without valves, permitting reversal of flow under 
certain circumstances such as coughing, sneezing and straining. This system 
of veins furnishes channels through which blood returns to the heart when 
large venous structures such as the femoral or iliac veins are occluded.) 
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10. Peripheral Nerves 


ee Index for Related Articles 


11. Sympathetic Nervous System 


BLOCKING OF THE MIDDLE CERVICAL AND STELLATE 
GANGLIONS WITH DESCENDING INFILTRATION 
ANESTHESIA 


A. pE SousA PEREIRA 


Oporto Univ. Faculty of Medicine, Oporto, Portugal 
Arch. Surg. 50:152-65, March 1945 


From a review of the various technics previously employed for 
blocking the stellate ganglion by infiltration of procaine hydrochlo- 
ride, the author became convinced that accidents occurred whenever 
the needle touched the stellate ganglion directly, whatever approach 
was used. A technic is described by which block of the middle cervical, 
intermediate and stellate ganglions can be obtained by descending 
infiltration anesthesia. ‘The needle is inserted at the level of the base 
of the anterior surface of the transverse process of the sixth cervical 
vertebra; this is a point of “deep osseous reference” which is easily 
identified by palpation through the soft tissues. Direction of the 
needle to this point avoids injury to blood vessels and to the pleural 
cupula. If the stellate ganglion is not completely blocked by this in- 
jection, the needle is inserted a second time, directed toward the base 
of the transverse process of the seventh cervical vertebra; the anes- 
thetic is injected close to the intermediate ganglion and the vertebral 
artery. For each insertion of the needle 5 cc. of | per cent solution 
of procaine hydrochloride is employed for the injection against the 
osseous plane, then 10 to 20 cc. of the same solution 2 to 3 mm. in 
front of this plane in the soft connective tissue. With the injection 
in the plane of the transverse process of the seventh cervical vertebra 
(if necessary), the greatest care must be taken not to inject the anes- 
thetic into the vertebral artery. 

If the middle cervical and stellate ganglions are both adequately 
blocked, the patient shows signs of the Bernard-Horner syndrome 
within a few minutes. With the use of this method of bloc king the 
middle cervical and stellate ganglions in “hundreds of cases,” the au- 
thor has never observed any pleuropulmonary complication. The in- 
ferior thyroid or vertebral artery has rarely been punctured, and this 
accident can be avoided by employing a fine needle, and by always 
aspirating before beginning the injection of the anesthetic solution. 
Other complications have not been observed. 
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Block of the middle cervical and stellate ganglions is being em- 
ployed to establish an indication for stellectomy in cases of angina 
pectoris. It is also employed in cases of facial paralysis of the periph- 
eral type without anatomic lesions of the nerve (repeated blocks), and 
in some cases of post-traumatic paralysis of the radial and ulnar nerves 
(also without anatomic lesions of the nerve). “This method may also 
be used in other lesions for the relief of pain and for the analysis of 
the mechanism of pain. 


| his method is now in use at the Johns Hopkins Hospital and has proven 
very satistactory.—Ep. | 


12. Head and Neck 


REFERENCES TO CURRENT ARTICLES 

Fractures of the Zygoma Bone.  B. Elizabeth Nesbitt and C. R. Duncan Leeds. 
Brit. M. J. 1:512-13, April 14, 1945. (Discusses the diagnosis, complications 
and treatment of fractures of the zygoma bone. Reports 9 cases; best results 
were obtained with immediate operative treatment to correct the displace- 
ment. ‘Treatment for the most common complication—diplopia—should be 
carried out later, if necessary. In 4 of the authors’ cases in which the fractured 
bone was replaced soon after injury, no complications developed.) 


Potential Anatomical Spaces in the Face. Joseph G. Kostrubala (Major, M.C., 
A.U.S.). Am. J. Surg. 68:28-37, April 1945. (A description of the anatomy 
of the face, the fasciae and the potential spaces which may harbor infection, 
to facilitate surgical approach to deep infections. Most infections are of oral, 
dental, paradental and osteogenic origin. “The study was based on injection 
of spaces with radiopaque materials, followed by frontal and horizontal section. 
The spaces studied included the temporal, infratemporal, retrozygomatic and 
buccal spaces. The last three spaces are described as such for the first time. 
Communications between the various spaces are demonstrated, indicating pos- 
sible avenues of spread of infections. Also communications between deep 
and superficial spaces are demonstrated.) 


13. Oral Surgery 


REPARATIVE PLASTIC SURGERY OF SECONDARY CLEFT 
LIP AND NASAL DEFORMITIES 
Epwarp S. LAMONT 


Cedars of Lebanon Hospital, Hollywood, Calif. 
Surg., Gynec. & Obst. 80:422-34, April 1945 


In the primary repair of cleft lip, the condition is carefully studied, 
and photographs made preoperatively. The lines of incision are 
planned and marked with a 3 per cent gentian violet solution and the 
points to be approximated measured with calipers. If reconstruction 
of the nasal floor is required, sufficient tissue from the affected side is 
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turned upward and sewn into position. The cheek on the affected 
side is undermined, away from the alveolar process of the maxilla, and 
the most of the cheek on the opposite side is also undermined. On 
the affected side, the whole lateral crus of the lower lateral cartilage 
is carefully undermined both anteriorly and posteriorly. ‘The angle 
of the ala is overcorrected. Fine white silk is used for suturing mus- 
cles; on the lip the skin is approximated with subcuticular silk sutures 
which are removed in a week or 10 days. 

Secondary deformities may result from repair of cleft lip; repair of 
these deformities may be done at any age, but as a rule it has been 
found best to wait until the patient has passed adolescence before a 
complete rhinoplastic operation is done, although repair may be done 
at the age of 7 or 8 years. 

Secondary deformities occurring after primary repair of harelip 
are: (1) The upper lip may be too short and tight, or it may be 
long and narrow; (2) the vermilion border may be asymmetrical; (3) 
suture marks may produce a deformity of the lip; (4) the nasal ala 
on the affected side may be low and flattened; (5) the upper lateral 
cartilage on the affected side may be flattened with a flare of the nasal 
lining into the vestibule; (6) the columella may be short, malformed 
or “disappearing.” 

Before operation for reconstruction of secondary deformities, a 
plaster mask is made of the face and meticulous measurements made 
of both the lip and the nose; if necessary the nasal deformity may be 
reconstructed with modeling clay. Photographs are also taken. If 
cartilage implants are necessary they may be measured and modeled 
from the plaster cast. ‘The reconstruction operation may be done in 
1 or 2 stages, the nasal reconstruction usually being done first. A 
complete rhinoplastic operation, with special attention to the up of 
the nose, is necessary. Most harelip noses require cartilaginous 
“struts” on the dorsum, in the columella, at the columellar-philtrum 
junction, or occasionally along the alar margins. ‘The author has 
employed rib necrocartilage for this purpose. ‘This cartilage is pre- 
served by first fixing in 4 per cent formalin and then refrigeration in 
merthiolate solution. ‘The necrocartilage implants are modeled from 
both the patient and the cast several days before operation, and then 
returned to the refrigerator in merthiolate solution. After implanta- 
tion the graft is sprinkled with sulfanilamide crystals, as this protects 
against infection and aids fibrosis. Good results have been obtained 
with these necrocartilage grafts and they have remained intact for as 
long as 3 years after operation. 

In operation for secondary lip deformities, the lines of incision 
are marked out with 3 per cent gentian violet. As much as possible 
of the old scar or notching is removed without making the lip too 
short. The cheeks are freed from the maxilla and undermined, al- 
lowing the lip to advance. The floor of the nose and muscles of the 
lip are approximated with buried sutures of fine white silk; a sub- 
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cuticular suture is used, and a few fine white silk sutures in the skin. 
In patients with short protruded lip, cartilage may also be inserted 
within the lip. The use of pedicle flaps from the lower lip has been 
found of most value in cases of bilateral harelip in which the pro- 
labium has been discarded at some previous operation. Dermal grafts 
are also used for lip repair; such grafts are inserted into the upper lip 
in a pocket created through the old scar tissue; this method is espe- 
cially useful in cases of upper lip retrusion with scarring and fibrosis. 
The vermilion border may be reconstructed by removing the necessary 
amount of skin and vermilion lip, undermining the vermilion and 
suturing it in the new position; adjusting the mucous membrane may 
also be necessary. In cases of cleft palate or other deformity of the 
palate, a prosthesis is a valuable adjunct; speech training is also indi- 
cated. 

[A review of the problems involved in secondary harelip repair which 
deserves attention of those doing this work.—Eb. | 


REFERENCES TO CURRENT ARTICLES 

Salivary Calculi: Case Report. Jacob M. Teske, Durham, N. C. Am. J. Surg. 
68:254-57, May 1945. (A case is described in a man of 49 years who had 
symptoms of a submaxillary salivary calculus for 10 years. Removal of the 
calculus with the whole salivary gland produced complete relief from symp- 
toms with no recurrence. A calculus in the submaxillary gland of long stand- 
ing usually requires complete extirpation of the gland to clear up the 
symptoms and to prevent a recurrence of the condition.) 


Plastic Surgery of the Palate: ‘Technic for Immobilization of the Mucosa and 
Sutures. (Palatoplastia.--Procedimiento para immovilizacién de la mucosa 
y las suturas.) Hector Marino, Hospital Rawson, Buenos Aires. Prensa méd. 
argent. 32:436-38, March 9, 1945. (Since it is impossible to maintain palatal 
tampons in place by means of wiring in patients without teeth and in young 
infants, the author suggests the use of a dental impression paste for immobil- 
ization of the mucosa. It is of special value in older children and adults and 
can easily be removed for examination of the operative wound. The pros- 
thesis is well tolerated and makes it possible for the surgeon to dispense with 
the assistance of an odontologist.) 

{This article is not entirely orthodox. The value of palatal tampons fon 
immobilization of the palate after repair is open to question.—Ep. | 


14. Plastic Surgery 


TATTOOING OF FREE SKIN GRAFTS AND PEDICLE FLAPS 


Louis ‘Tl. Byars 


St. Louis, Mo. 
Ann. Surg. 121:644-48, May 1945 


Skin taken from other parts of the body and applied to the face 
may be whiter or darker than the skin of the face, but the chief factor 
in the color contrast is the absence of the red tone. Pigments em- 
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ployed must be nonpoisonous, nonirritating to Ussues, extremely in- 
soluble and inert to body metabolism. The pigments employed by 
the author were provided by firms supplying tattooing equipment to 
professional practitioners. 

The procedure should be as nearly aseptic as possible. Following 
preparation with soap and water and alcohol, the pigments are auto- 
claved and the instruments sterilized. The skin must be free from 
infection. In hospitalized patients, analgesia may be obtained with 
barbiturates; otherwise a novocaine block of the area is more satis- 
factory than infiltration anesthesia. ‘The dry pigments are mixed 
thoroughly on a clear glass slab and moistened with normal saline 
until about the consistency of thick cream. For matching a graft to 
the face skin, one starts with small amounts of red, yellow and white. 
The correct mixture will be a shade darker than the skin. Spreading 
a thin coat of the trial mixture over the contrasting area helps in ob- 
taining a match. Often after the red, yellow and white are blended, 
a small drop of black is added. ‘The mixture must be blended in 
different proportions in almost every case. 

The use of an electrical vibrator with multiple needles to carry 
the pigment into the skin is a rapid method, essential in doing large 
areas. Unless one has developed self-assurance, it is perhaps better 
to use multiple needle points soldered to a handle to: prick the pig- 
ment into the derma by hand. ‘The pigment is picked up on the 
points and the needles inserted obliquely into the depths of the skin. 
The needle pricks must be very close together. ‘The excess pigment is 
constantly wiped from the surface so that the evenness of the injection 
may be observed, but patchy areas may appear. A second treatment is 
often needed, at which time color discrepancies can be corrected and 
patchy areas blended. It is better to err on the side of under- rather 
than over-pigmentation. ‘This procedure is employed to match con- 
trasting areas, such as skin grafts, to the surrounding facial skin; to 
simulate missing vermilion of the lip; to blend-in rather patchy scarred 
areas to give a more uniform appearance; and to camouflage bald areas 
within the eyebrows. Hard scarring interferes with the process of 
insertion and spread of the pigment; soft scars are amenable to injec- 
tion. Good results were obtained also in a negro patient. 

It is better to wait until a graft has achieved its greatest degree of 
relaxation and flexibility, before attempting to color it. Regardless 
of the perfection of contour of the reconstructed lip, the appearance 
is artificial without a vermilion. Simulation of the normal vermilion 
aids greatly in producing a normal-looking result. Bald areas in the 
eyebrow may be well camouflaged. Stippling a bald area on the 
bearded portion of the face is likely to cause a dirty appearance. 

Intradermal pigment injection was undertaken in over 60 cases 
for the purpose of matching skin grafts and flaps to adjacent facial 
tissue. Improvement was gained in all cases with no complications. 
The degree of improvement varies with the type of case and skill of 
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injection. | reference. 3 figures. Discussion by Dr. John Staige 
Davis, Baltimore, Md. 


|The technique of tattooing skin grafts to obtain better color matching 
with surrounding skin opens up a number of possibilities which are extremely 
interesting.—Ep. | 


REFERENCES TO CURRENT ARTICLES 
Homogenous Cartilage Grafts: An Experimental Study. Forrest Young, 
Rochester, N. Y. Surgery 17:616-21, April 1945. (From this experiment it 
appears that costal cartilage can be transplanted from one dog to the subcu- 


taneous tissues of another dog and remain viable in its new location up to 
one and one-half years.) 


Skin Grafting by the General Surgeon. Joseph C. Urkov, Chicago, Ill. Am. J. 
Surg. 68:195-207, May 1945. (The free skin graft should be part of the 
regular armamentarium of every general surgeon. The widespread possibili- 
ties for its use are pointed out and the technic described in detail, with 
illustrations demonstrating the proper and improper use of skin grafting.) 


Full-Thickness Skin Grafts from the Neck for Function and Color in Eyelid 
and Face Repairs. James Barrett Brown (Lt. Col., M.C., A.U.S.) and Bradford 
Cannon (Major, M.C., A.U.S.). Ann. Surg. 121:639-43, May 1945. (The 
advantages of full-thickness skin grafts from the neck and clavicular region 
for repair of facial defects are stressed. ‘These grafts are soft and have good 
color. Late function is excellent, as there is minimal contraction of the graft 
bed when these grafts are used. ‘The main areas for use are on the lids, in the 
canthal regions, about the ala, over the nose and about the lips and angles 
of the mouth. Donor sites can be closed, left open to granulate or grafted. 
The technic of procedure is described in detail.) 

| This is an excellent article which should guide one in the selection of 
skin grafts for the face.—Ep.] 


Sickle Flap for Nasal Reconstruction. Gordon B. New, Rochester, Minn. 
Surg., Gynec. & Obst. 80:497-99, May 1945. (A flap is described for recon- 
struction of the tip or an ala of the nose taken from the forehead and leaving 
very little noticeable defect at the donor site. ‘The flap is sickle-sshaped and 
about 3.5 to 4 cm. in width. Beginning in front of the ear above the zygoma 
it runs backward and upward with the parietal branch of the superficial 
temporal artery in the pedicle and then curves forward on the forehead to 
the bay of skin just below the hairline lateral to the midline. For total 
rhinoplasty, an up and down forehead flap is preferred, using the supraorbital 
vessels on one side as the pedicle. In using the sickle forehead flap a delayed 
flap technic is employed.) 


|A contribution to the technic of rhinoplasty.—Eb. | 
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15. Thyroid and Parathyroid 


See Index for Related Articles 


16. Thoracic Surgery 


SURGERY OF PULMONARY TUBERCULOSIS 


Lew A. HocuBerGc 
Sea View Hospital, Staten Island, N. Y. 
S. Clin. North America, New York No., 251-70, April 1945 


The following procedures have been found of value in the treat- 
ment of pulmonary tuberculosis in properly selected cases: 


1. Pneumothorax, closed or open. 

2. Pneumonolysis, closed or open. 

3. Nerve surgery: (a) phrenic (crush, section, or evulsion); (b) 
intercostal (local anesthetic block, alcohol block, or section). 

4. Cavitary surgery (Monaldi method or cavernostomy). 

5. Thoracoplasty: (a) paravertebral; (b) anterior; (c) revision 
and/or scapulectomy. 

6. Excision: (a) lobectomy; (b) pneumonectomy. 

7. Surgery for empyema. 


The indications, technic, and complications of each of these 
methods are discussed, with illustrative roentgenograms. 
REFERENCES TO CURRENT ARTICLES 

The Early Diagnosis of Diseases of the Chest. Norman J. Wilson, Boston, Mass. 
New England J. Med. 232:301-309, March 15, 1945. (Intrathoracic abnormal- 
ities, neoplasms and infections often present few symptoms in the earlier and 
moderately advanced stages. They may simulate any of the more common 
diseases of the chest or even such a condition as arthritis. Anamnesis and 
physical examination yield unreliable results in these early cases. Every 
patient with pulmonary symptoms should have an x-ray of the chest. Routine 
x-ray examinations of the chest reveal a high percentage of significant thoracic 
abnormalities and diseases. Each physical examination should be supple- 
mented with at least a carefully performed fluoroscopic examination. Some 
form of x-ray examination of the chest should be a routine procedure for every 
patient admitted to hospitals or clinics. A series of illustrative case reports 
is included. A routine for sputum examination for tubercle bacilli is sug- 
gested. Three consecutive seventy-two-hour pooled sputum specimens should 
be examined by the concentration method. If negative, the sediment should 
be implanted on a culture medium and inoculated into guinea pigs. A 
negative result of the 72-hour specimens should be followed at once by im- 
mediate examination of 3 consecutive gastric lavages.) 

A Thoracoplasty Binder. Edward F. Skinner, Detroit, Mich. J. ‘Thoracic Surg. 
14:171-75, April 1945. (The author describes the materials used for this 
binder and the technic of its application. The binder has been used for 10 
years in many hundreds of thoracoplasty patients and has helped to keep 
revision operations at a minimum. It is inexpensive, the materials are easily 
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obtainable, it is fairly comfortable, never becomes lost or broken and always 
fits, as it is tailored to suit the individual chest every week as the chest changes 
in size and shape after each stage of the thoracoplasty.) 

A Practical Conversion of Flagg Type Laryngoscopes. Rodger E. MacQuigg, 
New York, N. Y. Surgery 17:472-74, March 1945. (An adjustable wooden 
handle added to the usual Flagg laryngoscope used for intubation has been 
found a great help in thoracic operations. Although perhaps not equal to 
the recently developed laryngoscope described by U. H. Eversole and employed 
at the Lahey clinic, it is believed that the usefulness of Flagg laryngoscopes 
already distributed can be greatly enhanced by adding such a handle to 
facilitate their proper use.) 


Chest Wall 
REFERENCE TO CURRENT ARTICLE 

Penicillin in Wounds of the Chest. A. L. D’Abreu (Lt. Col., R.A.M.C.) and 
J. W. Litchfield (Major, R.A.M.C.). Brit. M. J. 1:553, April 21, 1945. (Ina 
series of over 500 penetrating wounds of the thorax, the authors have found 
penicillin therapy of value. Three-hourly injections or general parenteral 
penicillin therapy have been found useful in severe infection associated with 
surgically draining pyothorax, traumatic lung abscesses, and in wounds with 
open sucking pneumothorax. Local prophylactic use of penicillin is indicated 
following 2 or 3 aspirations. Hemothorax is usually treated by aspiration 
without intrapleural injections except in the presence of co-existent chest-wall 
sepsis or pulmonary infection. Following thoracotomy for foreign body re- 
moval 120,000 units of penicillin are instilled after drawing off the air with 
an artificial pneumothorax apparatus. Local penicillin is also of great value 
in the treatment of infected hemothorax and empyema. In septic chest-wall 
wounds tube instillation of penicillin has given good results.) 


18. Pleura 


OBSERVATIONS ON THE TREATMENT OF EMPYEMA 
THORACIS WITH PENICILLIN 


BriAN Braves (Lt. Col., M.C., A.U.S.), JosepH E. Hamitton (Capt., M.C., 
A.U.S.) and Davin J. DuGan (Capt., M.C., A.U.S.) 


Walter Reed General Hospital, Washington, D. C. 
Surgery 17:572-89, April 1945 


The experiences of the authors with penicillin treatment of 24 
cases of empyema are recorded. ‘Thirteen patients received both sys- 
temic and local treatments; in 5 cases intrapleural injections of peni- 
cillin were employed alone, and in 6 cases only systemic administra- 
tion of the drug was used. In the latter it was evident that intra- 
muscular administration of large doses of penicillin will inhibit the 
growth of bacteria in some infected effusions, as demonstrated in 3 of 
the 6 cases. It will not, however, eliminate the necessity of removing 
frank pus from the pleura when it has formed. It is probable that 
frequently pleural exudates containing polymorphonuclear leucocytes 
and representing potential empyemas will remain sterile and be ab- 
sorbed as a result of systemic penicillin therapy. 
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Intrapleural injections of penicillin caused disappearance of peni- 
cillin-vulnerable organisms from the pus in the empyema cavities of 
every patient thus treated. Surgical drainage was done in all of the 
cases because the pus became so thick that aspiration was difficult. It 
is probable that if more frequent and vigorous efforts at needle aspira- 
tion had been made thoracostomy might have been avoided in some 
of these cases. In 2 patients the pleura was irrigated with saline solu- 
tion to thin the exudate in an effort to render aspiration possible. In 
both cases, the pus had eventually to be removed by surgical drainage. 
All 5 patients who received local penicillin alone had received sulfadia- 
zine during the pneumonic stage of the disease, and intrapleural 
injections of penicillin had been started before admission. Since the 
general condition was good in these cases and the pneumonia con- 
trolled, general treatment with penicillin was omitted. It is the au- 
thors’ opinion, however, that systemic administration should accom- 
pany the local use of the drug. 

The results of combined systemic and local administration of peni- 
‘ cillin are shown in a group of 13 cases. ‘The systemic route is prob- 
ably more effective against the suppurative inflammation and pneu- 
monic phase of the disease, whereas local injections quickly sterilize 
the contents of the empyema cavity. In 10 of these 13 cases the 
pleural fluid became sterile. In 2 patients the organisms reappeared. 
The majority of these patients had thick pus in the pleura on admis- 
sion, and surgical drainage was performed to remove the pus without 
regard to its temporary sterility. “Iwo penicillin cures with the com- 
bined method are listed and one patient developed chronic empyema 
while on combined therapy. In 4 cases hospitalization was unduly 
prolonged because of delay in evacuation of the pleura because it was 
sterile. ‘The cases of 3 patients in whom penicillin therapy led to 
recovery without operation are described. 

Based upon the authors’ experience, a tentative working plan is 
suggested: (1) intrapleural injection of penicillin as soon as infected 
fluid appears in the pleura unless the infecting organisms are peni- 
cillin-resistant; (2) if systemic penicillin has not been used during the 
pneumonic phase, it should be combined with local therapy; (3) prob- 
ably 3 injections of 50,000 units of penicillin on alternate days are 
sufficient for local treatment; before injecting penicillin, as much 
pus or infected fluid as possible should be removed by thoracentesis; 
(4) if pus continues to form and thicken, surgical drainage should be 
established. A sterile empyema is not a cured empyema.  Evacua- 
tion of frank pus should not be unduly delayed because organisms 
cannot be demonstrated after penicillin treatment has started. Even 
when sterilized, the pus often becomes so thick that thoracostomy is 
necessary. With “penicillin protection” the dangers of practically all 
operations upon the chest will be reduced. ‘There is considerable 
variation in the amounts of penicillin given in each case of the present 
series and when intrapleural injections were given there was no uni- 
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formity in the dosages or in the intervals between local administra- 
tions. 20 references. 3 tables. 5 figures. 


DECORTICATION IN CLOTTED AND INFECTED 
HAEMOTHORACES 


C. Prick THomas and W. P. CLELAND 


E. M. S. Thoracic Unit, Horton Emergency Hospital, London, England 
Lancet 1:327-31, March 17, 1945 


In a series of 526 hemothoraces resulting from chest injuries, 48 
(9 per cent) were clotted and there were 162 empyemas (30 per 
cent). ‘Iwo types of clotted hemothorax were observed; the first type 
showed radiologically multiple pockets containing air and fluid sep- 
arated by strands, bands or sheets of fibrin; the second type was a 
massive clot. The physical signs of clotted hemothorax are essentially 
the same as those of pleural fluid. In the multilocular type areas of 
tympany and dullness may alternate. Bronchial breath sounds may 
sometimes be present, usually when there is atelectasis. ‘The final 
diagnosis of clotted hemothorax depends upon the failure to aspirate 
blood “in reasonable quantities” with the aspirating needle. Small 
quantities of blood may be aspirated, even when a massive clot is 
present. 

Small clotted hemothoraces may be absorbed or organized so that 
little disability results; the same results may occasionally be observed 
with larger hemothoraces, but as a rule there is considerable fibrous 
tissue formation, often followed by calcification or ossification leading 
to deformity and immobility—“frozen chest.” ‘The first surgical meas- 
ure attempted to prevent this disability was simple evacuation of the 
clot, but in many cases, especially those of long standing, this did not 
result in full expansion of the lung, but a residual pleural pocket per- 
sisted, which was eventually obliterated with fibrous tissue with result- 
ing chest deformity. 

More recently, decortication, removal of the fibrous tissue layer 
on the visceral pleura, has been employed in addition to evacuation 
of the clot. With smaller hemothoraces, removal of this fibrous tissue 
layer from the lung bordering the cavity was found to give good re- 
sults. But with larger hemothoraces, it was found advisable to decor- 
ticate the entire lung. To aid re-expansion of the lung, simple 
drainage by a low posterior intercostal tube attached to a water seal 
was first used postoperatively, but did not have the desired effect. 
Active suction was then tried using a negative pressure of 4 to 6 cm. 
Hg; this resulted in rapid and complete expansion of the lung. 

For the operation of removal of the clot and decortication, a pos- 
terolateral approach through the 6th intercostal space, with resection 
of the 6th rib, is employed except for small localized hemothoraces. 
For the latter the incision is made over the affected area. Blood and 
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clot are removed. The lung is found to be encased in a smooth red 
fibrous membrane which is carefully incised until the visceral pleura 
is exposed. An area of cleavage is easily found between the pleura and 
the fibrous layer, and the latter is carefully removed by blunt dissec- 
tion, either with the finger or with a large curved hemostat, closed or 
with a small swab in its jaws. The entire lung including the apex 
and the mediastinal and diaphragmatic surfaces must be decorticated 
in this way, except where there is a lung wound, either healed or 
unhealed. In such cases the membrane is left intact for 4 to | inch 
around the wound. All lacerations of the pleura, either traumatic or 
operative, that would permit leakage of air, should be sutured with 
fine catgut when decortication is completed. If the diaphragm is 
covered with a fibrous tissue coat, this is removed and the costophrenic 
sinus is re-formed by breaking down adhesions. The fibrous coating 
on the parietal pleura is also removed as completely as possible, al- 
though this is sometimes mechanically difficult. However, less care is 
required in stripping the parietal pleura except when the coating ex- 
tends over the mediastinum; the whole layer can often be removed in 
two to three large pieces. Intercostal drainage tubes are inserted into 
the apical and basal regions of the pleural cavity, and connected to 
water-sealed bottles; the thoracotomy wound is closed in layers. After 
demonstrable bronchopleural fistulae have closed, usually 12 to 36 
hours after operation, both drainage tubes are connected to an electric 
suction pump. When suction is started, the patient should be 
propped up on pillows. Suction is continued for 2 to 3 days. In 
50 cases of clotted hemothorax the operation of decortication was fol- 
lowed by suction drainage in 29 cases; in all of these full re-expansion 
of the lung was obtained. A small series of cases of drained and un- 
drained empyemas following hemothoraces has also been treated with 
better results than have been obtained by any other method. 


REFERENGE TO CURRENT ARTICLE 

Penicillin as an Adjunct to the Surgical Treatment of Acute and Chronic 
Empyemas. Brian Blades (Lt. Col., M.C., A.U.S.). Ann. Surg. 121:672-79, 
May 1945. (Twenty-four cases of acute empyema treated with penicillin were 
studied at the Thoracic Surgical Section of the Walter Reed General Hospital. 
The dosage, methods of administration and the time factors varied consider- 
ably. In all but 2 cases the infection was caused by penicillin-vulnerable 
organisms. It appears that intrapleural injections of the drug will temporarily 
sterilize the pus. If the pus continues to thicken, surgical drainage is indi- 
cated; otherwise chronic empyema will result. A tentative plan for the use 
of penicillin as an adjunct to surgical treatment of acute empyema is outlined. 
In chronic empyema penicillin may prevent spreading infection when a 
radical operation is undertaken for obliteration of a chronic empyema cavity. 
The prophylactic use of penicillin will not guarantee absolute protection from 
postoperative empyema in cases subjected to lung resection.) 
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19. Lung 


DIFFICULTIES IN DIFFERENTIAL DIAGNOSIS OF 
BRONCHOGENIC CARCINOMA 


Rosert G. BLtocu, WittiAmM E. ApaAms, THOMAS F. THORNTON and 
J. EpmMonp BryANntT 


Frank Billings Clinic, University of Chicago, and Provident Hospital Clinic, Chicago, Ill. 
J. Thoracic Surg. 14:83-97, April 1945 


Six cases of bronchogenic carcinoma are described to illustrate the 
seeming insignificance and obscurity of early carcinoma and some of 
the problems in more advanced lesions, especially when they are com- 
plicated by unrelated disease. Roentgen examination, while invalu- 
able in establishing the presence of a lesion, will not suffice for dif- 
ferentiation between neoplasm, tuberculosis, lung abscess and some 
of the rare lung involvements. In the absence of bronchoscopic find- 
ings, surgical exploration alone can lead to an acceptable diagnosis and 
is indicated in early cases strongly suggesting neoplasm. ‘The six 
cases reported were chosen chiefly to support this contention. ‘The 
x-ray observation through long periods of their development served 
to emphasize the difficulties under discussion. ‘The greatest single 
value of x-ray in diagnosis of pulmonary carcinoma is the discovery of 
early pre-symptomatic lesions by routine examination of large groups 
of the population. The absence of tubercle bacilli from the sputum 
eliminated by excavating lesions is most significant in the diagnosis 
of neoplasm. Emphasis is placed on the serial roentgenographic 
demonstration of the development of bronchogenic carcinoma from 
its early beginnings. 

In the first case, early carcinoma was discovered by routine roentgen 
examination in a patient admitted for symptoms wholly unrelated to 
this disease. “The small involvement found on first roentgen examina- 
tion did not differ from the findings in early inflammatory lesions, es- 
pecially not from many of those observed almost in epidemic form 
and known as virus or atypical pneumonia. In the second case, severe 
bronchial symptoms of long standing suggested a small bronchopneu- 
monia on the site of the carcinoma, especially since the lesion, after 
wholly negative x-rays, originated simultaneously with other similar 
areas which proved to be of inflammatory character. Also in this case, 
discovery of the neoplasm was incidental to x-ray examination of the 
chest, which although not a routine test, was carried out in the follow- 
up of a previously diagnosed and unrelated bronchial condition. 

In the third case, the development of the neoplasm closely re- 
sembled that of minimal exudative caseous tuberculosis, with early 
excavation. ‘The disappearance of the cavity in the more advanced 
Stages is a frequent occurrence in tuberculosis, but is certainly not 
typical for that disease only. While in infectious processes it is due 
to the filling in of the cavity with caseous or purulent material or to 
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an obscuring effect of a new perifocal infiltration, it seems that in 
tumor involvements it is mostly caused by newly developed atelec- 
tasis. In the fifth case, spontaneous drainage of a massive lesion after 
one year’s observation coincidental with gastro-intestinal symptoms, 
suggested a caseous tuberculosis expelling its caseous contents with 
resulting ingestion of bacilli. However, the absence of acid-fast or- 
ganisms from the sputum during obvious aspiration into the bronchial 
system refuted this impression. ‘The diagnosis of an unrelated duo- 
denal lesion later explained the abdominal complaints. Progressive 
excavation in tuberculosis, especially when definite drainage can be 
followed by serial roentgen observations, should be expected to yield 


~ 


bacilli in the sputum. 5 references. 6 figures. 1 table. 


THE PROBLEM OF THE SO-CALLED BRONCHIAL 
ADENOMA 


Evarrs A. GRAHAM and NATHAN A. WOMACK 


Washington University School of Medicine and Barnes Hospital, St. Louis, Mo. 
J. Thoracic Surg. 14:106-27, April 1945 


So-called bronchial adenoma must be regarded as a potentially 
malignant tumor. Although it may pursue a non-malignant course 
for many years, the possibility of malignant transformation always 
remains. Evidence of the potential malignancy of these tumors is 
presented. A case is described, in which there was a combined car- 
cinoma and sarcoma with the presence of bone. The malignant 
transformation of both the epithelial and connective tissue elements 
in this case seems to suggest the theory that a wide variety of tumors 
may arise from a fetal bronchial bud which has failed either to de- 
velop normally or to atrophy. It would seem that either the meso- 
dermal or entodermal elements could be the origin of later neoplastic 
growth, which could include not only such recognized pulmonary 
tumors as chondroma, fibroma, lipoma, sarcoma, etc., but also the 
so-called adenoma which is composed predominantly of entodermal 
or epithelial elements. It is rare, however, to find malignant trans- 
formation of both elements in the same tumor. ‘The presence of 
bone in this case would also support the conception of a “mixed 
tumor” as a better designation than ‘“‘adenoma.” ‘The frequent in- 
ability to determine from a biopsy specimen whether or not, at the 
time, the tumor already has become malignant, makes the attempts 
at local removal through the bronchoscope both unwise and danger- 
ous. Total pneumonectomy is the procedure of choice. 9 references. 
6 figures. Discussion by Dr. Ralph Adams, Boston, Mass.; Dr. 
Herbert C. Maier, New York, N. Y.; Dr. J]. J. Singer, Los Angeles, 
Calif.; Dr. I. A. Bigger, Richmond, Va.; Dr. Jerome R. Head, Chicago, 
Ill.; Dr. Leo G. Rigler, Minneapolis, Minn.; Dr. John Alexander, Ann 
Arbor, Mich.; Dr. Deryl Hart, Durham, N. C.; Dr. Joseph Gordon, 
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Ray Brook, N. Y.; Major M. Dawson Tyson, McKinney, Texas; Dr. 
Chevalier L. Jackson, Philadelphia, Pa.; Dr. Paul H. Holinger, 
Chicago, Ill. 


REFERENCES TO CURRENT ARTICLES 

Positive Pressure Respiration in the Treatment of Acute Pulmonary Edema. 
F. Paul Ansbro, Brooklyn, N. Y. Am. J. Surg. 68:185-94, May 1945. (Two 
cases of acute pulmonary edema are reported in which positive pressure 
respiration with oxygen was followed by a prompt clearing of the condition 
and recovery. The application of positive pressure by anesthesia mask re- 
sulted in a swift clearing of edema and cyanosis. It is recommended that a 
more widespread use of this therapy be adopted.) 


Bronchial Adenoma Treated by Pulmonary Resection: Case Reports. J. Max- 
well Chamberlain, Cooperstown, N. Y., and Joseph Gordon, Ray Brook, N. Y. 
J. Thoracic Surg. 14:144-59, April 1945. (Ten cases of bronchial adenoma 
are reported. Of these 6 had lobectomies, one had a pneumonectomy and 
one an exploratory thoracotomy; 2 patients died following bronchoscopy. The 
response to pulmonary resection was very favorable and there were no deaths. 
In 5 cases, lymph node involvement was encountered. ‘The reasons for pul- 
monary resection are listed, especially for lobectomy with removal of the 
regional lymph nodes.) 


The Use of Whole Blood ‘Transfusion in Resections of the Lung. T. F. Thorn- 
ton, Jr., W. E. Adams, J. E. Bryant and L. M. Carlton, Jr., Chicago, Il. 
J. Thoracic Surg. 14:176-86, April 1945. (Clinical and experimental data are 
presented to demonstrate that massive whole blood transfusions following ex- 
tensive lung resection are well tolerated, if certain precautions are observed. 
By decreasing the rate and the amount of overtransfusion, the incidence of 
pulmonary edema following one-stage bilateral lung resection was considerably 
reduced.) 


Blast Injury of the Lungs; Clinical and Radiological Findings and their Rela- 
tion to Certain Symptoms. G. R. Fearnley. Brit. M. J. 1:474-77, April 7, 1945. 
(In 21 cases of blast injury to the lungs, the chief symptoms were dyspnea, 
pain, cough and hemoptysis. X-ray examination showed no abnormalities 
in 10 cases; in others, areas of increased density were present. No relation 
was found between the extent of these areas and the severity of the 
hemoptysis.) 


Cardiovascular Disturbances Following Pneumonectomy. An Attempt to Cor- 
relate Blood Pressure and Intrapleural Pressure Changes. William D. Seybold 
and O. Theron Clagett, Rochester, Minn. Surgery 17:538-51, April 1945. (A 
severe fall in blood pressure was noted in 64 per cent of a series of 36 cases 
of pneumonectomy. In cases in which the mediastinum was mobile, changes 
in the position of the patient caused changes in the intrapleural pressure, but 
no constant change in blood pressure or pulse rate. Factors in this post- 
operative drop in blood pressure are hemorrhage, anoxia and cardiovascular 
reflexes mediated through the vagus. 8 cases are described.) 


Acute Putrid Abscess of the Lung. Harold Neuhof, New York, N. Y. Surg., 
Gynec. & Obst. 80:351-54, April 1945. (Discussion of a series of 172 cases 
of acute putrid abscess. of the lung, operated upon in the past 16 years at 
Mt. Sinai Hospital, New York, with only 4 deaths. The sathalenic anatomy 
is described with special regard to its surgical relations, intervention being 
facilitated by the presence of adhesions. Abscesses of less than 6 weeks’ dura- 
tion are regarded as acute. The imperative and elective indications for opera- 
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tion are listed. Localization of the abscess by roentgenography and a one- 
Stage operation are considered essential for successful treatment. The technic 
of operation includes exposure of the pleural adhesions by limited excision 
of a segment of rib, incision through the adhesions at their densest portion, 
disclosure of the abscess by aspiration, its unroofing by excision of the thin 
compressed shell of overlying lung, and visualization and tamponade of the 
abscess cavity and all its recesses. Recurrence takes place rarety, if ever.) 
Bilateral Artificial Pneumothorax. John B. Andosca and John A. Foley. S. 

Clin. North America, New York No., 455-66, April 1945. (Fifty-two cases of 
advanced pulmonary tuberculosis were treated by bilateral pneumothorax. 
Pneumonolysis was performed on 38 patients, 21 of whom had a unilateral 
pneumonolysis and 17 a bilateral pneumonolysis. The most frequent com- 
plications encountered were serous effusions in 15 cases; tuberculous empyema 
in 11; spontaneous pneumothorax in 6; and obliterative pleuritis in seven. 
Sputum conversion was brought about in 28 cases. Of the group described, 
17 patients are dead, 13 are still under sanatorium care and 22 are discharged. 
Cases submitted for bilateral pneumothorax should be carefully selected. Non- 
cooperative patients responded least well to this form of treatment. It is con- 
cluded that bilateral pneumothorax is a valuable and effective form of treat- 
ment for certain cases of advanced pulmonary tuberculosis. The data in this 
series are tabulated and illustrative cases described to demonstrate the manage- 
ment of progressive disease involving both upper lobes, unilateral pneumo- 
thorax with progression of the disease in the contralateral lung, and treatment 
of a patient with unilateral pneumothorax and uncontrollable hemoptysis 
from the contralateral lung.) 


Suppurative Typhoid Spine Perforating into the Bronchus: Case Report. E. K. 
Johnson and Arthur James, Columbus, Ohio. Am. J. Surg. 68:103-106, April 
1945. (Report of a case of suppurative typhoid spine forming a paravertebral 
abscess and perforating into the lung. In this case the latent period between 
typhoid fever and the development of spinal symptoms was 12 years and sup- 
puration did not take place until 22 years after typhoid fever. The suppura- 
tive process extended into the bronchus, subcutaneously on the back and into 
the pelvis, in the form of a psoas abscess. Sulfathiazole was believed respon- 
sible for early cessation of symptoms, together with incision and drainage of 
the abscess. It is emphasized that this patient was saved from a diagnosis of 
tuberculosis of the spine by the tenacity of the bacteriologist who refused to 
believe the presence of coli bacilli in the sputum was accidental.) 


The Differentiation of Bronchiogenic Carcinoma and Pulmonary Tuberculosis. 
Nahum R. Pillsbury and Joseph D. Wassersug, South Braintree, Mass. New 
England J. Med. 232:276-78, Mar. 8, 1945. (The clinical and roentgenological 
similarities between carcinoma and tuberculosis of the lung are pointed out, 
and the diagnostic role of bronchoscopy is emphasized on the basis of a study 
of 12 proved cases of bronchiogenic carcinoma admitted to a tuberculosis 
hospital. In half of these cases the diz gnosis was made by bronchoscopy, and 
the interval from admission to bronchoscopy varied from 1 day to | month. 
To be of therapeutic value bronchoscopy must be done early. If, on the basis 
of physical ps. X-ray examination, the disease cannot be differentiated from 
pulmonary tuberculosis and a few specimens of sputum are negative, broncho- 
scopy should be performed without further delay. 3ronchoscopy yields not 
only diagnostic information but also information of aid in selecting treatment.) 


Hamartoma (Often Called Chondroma) of the Lung. John R. McDonald, 
Stuart W. Harrington and O. Theron Clagett, Rochester, Minn. J. Thoracic 
Surg. 14:128-43, April 1945. (A study of 23 cases of hamartoma of the lung, 
with surgical removal of the tumor in 3 cases. In the remaining cases, the 
tumor was discovered at autopsy. The incidence of hamartoma of the lung 
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in a series of 7,972 autopsies was 0.25 per cent. This tumor should be sus- 
pected in every solitary lesion of the lung. Microscopic examination may be 
required for differentiation from other lung lesions. ‘Treatment consists of 
removal of the tumor with conservation of as much pulmonary tissue as 
possible.) 


Bronchial Adenoma. Chevalier L. Jackson, Frank W. Konzelmann and Charles 
M. Norris, Philadelphia, Pa. J. Thoracic Surg. 14:98-105, April 1945. (The 
authors present a tabulation of the clinical features of 20 cases of so-called 
bronchial adenoma, with an attempt to standardize the histopathologic diag- 
nosis of this type of tumor. The differential pathologic diagnosis between 
adenoma and low-grade adenocarcinoma and some other tumors is considered. 
The authors do not believe that these tumors have any inherent tendency to 
metastasize or become malignant. There was no such development in the 
present series, some of the cases having been under observation for 10 years or 
more. ‘The possibility of extrabronchial growth of adenomas producing a 
collar-button lesion, with the larger part outside the bronchus, is believed to 
have been exaggerated. Bronchoscopic treatment with forceps removal, elec- 
trocoagulation and aspiration is indicated as the first step in all cases. It will 
be curative in some, palliative in others. In cases with atelectasis or bronchiec- 
tasis, a preoperative course of bronchoscopic treatment is indicated, even if 
lung resection is to follow. Lobectomy or pneumonectomy is indicated when 
bronchoscopic cure appears impossible, or when prolonged bronchial obstruc- 
tion has caused permanent damage to the distal portion of the lung.) 


20. Mediastinum 


REFERENCES TO CURRENT ARTICLES 


Myasthenia Gravis. Henry R. Viets, Boston, Mass. J. A. M. A. 127:1089-96, 
April 28, 1945. (One hundred and twenty-five cases of myasthenia gravis 
were studied at the Massachusetts General Hospital. Neostigmine was found 
useful both in treatment and diagnosis of the disease. Neostigmine should 
be given in amounts sufficient to make the transmission of impulse efficient. 
The exact amount required varies greatly. Patients are maintained on doses 
of a few milligrams of neostigmine taken by mouth in 24 hours, up to an intake 
of as much as 31 mg. of neostigmine methylsulfate given in hourly doses 
throughout the day and night. Neostigmine methylsulfate may be given intra- 
venously. The requirement rises in direct proportion to the severity of the 
disease. Other drugs recommended for treatment of this disease include 
ephedrine sulfate, potassium chloride and guanidine hydrochloride. Removal 
of the thymus may relieve some symptoms. Some patients show complete 
remission after operation, others remain unchanged.) 


Defect of the Anterior Mediastinum: Successful Surgical Repair. Robert E. 
Gross and James E. Lewis, Jr., Boston, Mass. Surg., Gynec. & Obst. 80:549-54, 
May 1945. (A brief review of the literature on mediastinal defect and inter- 
pleural communication. Following embryological considerations, a case is de- 
scribed in a child of 4 years with a large opening in the anterior mediastinum, 
a free interpleural communication and an anomaly of the right upper lobe 
bronchus. Air entered and became entrapped in the upper lobe. Owing to 
emphysema, the right upper lobe protruded through the opening in the 
mediastinum, invading the left pleural cavity. The child suffered from inter- 
mittent attacks of severe respiratory distress, dyspnea and cyanosis. These 
were relieved by simultaneous closure of the anterior mediastinal defect and 








578 QUARTERLY REVIEW OF SURGERY 





removal of the anomalous right upper lobe. This is the first recorded in- 
stance of surgical repair of an anterior mediastinal defect.) 


21. Heart 


THE SURGICAL TREATMENT OF MALFORMATIONS OF 
THE HEART IN WHICH THERE IS PULMONARY 
STENOSIS OR PULMONARY ATRESIA 


ALFRED BLALocK and HELEN B. TAussic 


Departments of Surgery and Pediatrics, Johns Hopkins University Medical School 
J. A. M. A. 128:189-202, May 19, 1945 


An operation for increasing the flow of blood through the lungs, 
in order that cyanosis may be reduced in patients with congenital 
malformations of the heart, was successfv'ly performed in 3 patients. 
The operation created an anastomosis between a branch of the aorta 
and one of the pulmonary arteries, thereby creating an artificial ductus 
arteriosus. 

Cyanosis is caused by the presence of reduced hemoglobin in the 
circulating blood. Lundsgaard and Van Slyke have demonstrated 
that the four important factors in the production of cyanosis are the 
height of the hemoglobin, the volume of the venous blood “shunted’”’ 
into the circulation, the rate oxygen is utilized by the peripheral 
tissues, and the extent of the aeration of the blood in the lungs. In 
order for cyanosis to become apparent, there must be at least 5 gm. 
of reduced hemoglobin per hundred cc. of circulating blood. Many 
malformations of the heart are compatible with life; however, lack 
of circulation to the lungs is a primary cause of death in infants with 
congenital heart malformations. Death occurs early in infants with 
pulmonary atresia with or without a right ventricle, and with or with- 
out dextroposition of the aorta, in whom closure of the ductus arteri- 
osus cuts off the circulation to the lungs. 

Three cases are described in which a severe degree of pulmonary 
stenosis caused inadequate circulation to the lung. In the first case, 
the end of the left subclavian artery was anastomosed to the side of the 
left pulmonary artery. In the other 2 cases, the innominate artery 
was anastomosed to the left pulmonary artery. The method is de- 
scribed. ‘The periods of occlusion were approximately 30, 60, and 
90 minutes in the 3 operations, yet cyanosis was not greatly increased 
during this long period of occlusion. ‘There was little evidence of im- 
pairment of circulation to the parts deprived of their major arterial 
pathway. The anastomosis was performed between the end of the 
subclavian artery or innominate artery and the side of the left or right 
pulmonary artery. 

Four other methods by which an anastomosis between the two cir- 
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culations may be made, are discussed. No thrombosis occurred at the 
anastomotic site in any of the 3 patients. Dicumarol was administered 
postoperatively to 2 of these patients for about 3 weeks. Use of 
heparin seemed too dangerous. The operation is indicated only in 
cases in which there is clinical and radiologic evidence of a decrease 
in the pulmonary blood flow. It is indicated in such abnormalities 
as the tetralogy of Fallot, pulmonary atresia with or without dextra- 
position of the aorta and with or without defective development of the 
right ventricle, a truncus arteriosus with bronchial arteries, and a 
single ventricle with a rudimentary outlet chamber in which the pul- 
monary artery is very small in size. The operation is not indicated 
where there exists complete transposition of the great vessels or in the 
so-called “tetralogy of Fallot of the Eisenmenger type,” and probably 
not in aortic atresia. 21 references. 12 figures. 


REFERENCE TO CURRENT ARTICLE 


Congenital Deficiency of the Pericardium Associated with a Bronchogenic Cyst. 
N. Lloyd Rusby and T. Holmes Sellors. Brit. J. Surg. 32:357-64, Jan. 1945. 
(Following an introduction and historical survey, the authors describe a case 
of partial deficiency of the pericardium associated with a solitary bronchogenic 
cyst, both on the left side, in a girl of 19 years. Eighty such cases have been 
reported in the literature, but this is only the third case to be recognized dur- 
ing life, and the only one carefully studied at operation. Uneventful recovery 
followed removal of the lung cyst. It seems likely that partial left-sided de- 
ficiency of the pericardium is due to abnormal development with premature 
atrophy of the left duct of Cuvier.) 


22. Esophagus 


AN OPERATION FOR REMOVAL OF CARCINOMA OF THE 
OESOPHAGUS WITH PRESTERNAL OESOPHAGO- 
GASTROSTOMY 


HERMON TAYLOR 


London Hospital and King George Hospital 
Brit. J. Surg. 32:394-99, Jan. 1945 


An operation for removal of carcinoma of the esophagus is de- 
scribed in which esophageal or gastro-esophageal removal of the 
growth is followed by a presternal or suprasternal anastomosis between 
the stump of the esophagus and the stomach, or the remaining part 
of it. The operation was performed in 3 cases, with 1 death from 
accidental pneumothorax of the opposite side of the chest, 1 death 
from empyema 8 months after operation, and | patient surviving, tak- 
ing soft food by mouth and enjoying life after 18 months. 

Following directions for diagnosis and pre-operative care, the tech- 
nic of the operation is described in detail. For removal of tumor in 
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the upper two-thirds of the esophagus, a right thoracotomy is done, 
opening the pleural cavity through the bed of the sixth rib. Ad- 
hesions are liberated, and while mediastinal dissection proceeds, an 
assistant makes 2 other short incisions, one into the peritoneal cavity 
through the midline of the epigastrium, and the second transversely 
in the skin over the suprasternal notch. Through the second incision 
a tunnel is formed to accommodate the upper stump of the esophagus. 
The surgeon meanwhile mobilizes the entire esophagus. A curved 
clamp is introduced into the epigastric incision and guided between 
the stomach and left lobe of the liver through the peritoneal opening 
at the esophageal orifice of the diaphragm high up into the chest to 
clamp across the esophagus above the growth. The first 2 fingers of 
the left hand are slid up the esophagus to the cricoid, into the neck 
between the pharynx and the right carotid sheath to the suprasternal 
incision forming the mouth of the subcutaneous tunnel. A diagram 
illustrates this maneuver. A second clamp guided from the cervical 
incision into the chest is applied to the esophagus immediately above 
the first clamp. ‘The esophagus is then divided between the two clamps 
which are then drawn to the exterior carrying the 2 parts of the 
esophagus with them. ‘The lower part is passed through the dia- 
phragm and out of the epigastric incision. ‘The upper part is drawn 
through the root of the neck to the space of Burns and thrust down 
the presternal tunnel as far as it will go. ‘The assistant completes the 
cervical part of the operation by bringing the end of the upper part 
of the esophagus out through a short counter-incision over the tunnel. 
The suprasternal incision is then sutured. The edges of the dia- 
phragmatic esophageal orifice are approximated and the mediastinum 
is dusted with sulfonamide powder. ‘The thorax is closed with under- 
water drainage. Dressings are applied, the lung is expanded and the 
patient slowly placed on his back. 

If the second stage, or mobilization of the stomach, is to be delayed, 
the upper end of the esophagus is sutured to the opening in the 
presternal tunnel, the growth is removed from the lower esophagus 
and this end sutured to the skin of the epigastrium. During the in- 
terval before the second stage the patient is fed through the lower 
esophagostomy and later the 2 fistulae may be temporarily connected 
by an external tube, as in Torek’s case. 

When immediate anastomosis is planned, the epigastric incision is 
enlarged and the presternal subcutaneous tunnel is extended down- 
ward to join it. ‘The stomach is mobilized by gentle traction on the 
esophagus and enough of the stomach is freed to permit the fundus 
to reach the upper end of the esophagus without tension. The 
growth, with the lower esophagus, the cardia, the upper part of the 
lesser curvature, and the glands which have been dissected up from 
the celiac axis are then removed and the opening in the stomach is 
closed in 2 layers. ‘The fundus is drawn up the presternal tunnel to 
the counter-incision for the anastomosis, while the assistant closes the 
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epigastric wound. The fundus is sutured to the chest wall 1 inch 
above the upper end of the esophagus, which is laid on its surface and 
sutured in position. A small incision is made in the stomach wall 
opposite the end of the esophagus and an anastomosis made between 
the 2 openings, covering the suture line with the anterior wall of the 
stomach. ‘The skin over the anastomosis is closed with drainage of 
the subcutaneous tissue, a small nasal tube being passed through the 
anastomosis into the presternal portion of the stomach. 

The procedure for removal of growths in the lower part of the 
esophagus is likewise described. After the operation the patient is 
fed through a nasal tube through which a fluid diet and sulfathiazole 
suspension are both given. ‘The tube is kept open when not in use. 
Continuous suction to remove escaped saliva may prevent a complete 
breakdown. In the presence of spreading inflammation the wound 
should be opened and the fistula intubated. Nothing is given orally 
until the esophagus and stomach are firmly adherent, but mouth 
washes are used frequently. Sips of fluid are given on the seventh 
day and the nasal tube is removed on the tenth day. When the dis- 
charge is no longer copious, the under-water drain is removed but 
residual pleural fluid is aspirated at intervals and cultured, and peni- 
cillin injected to minimize the risk of secondary infections from 
bronchopneumonic lung. 

Case reports illustrate the feasibility of this operation and some 
of its dangers. In case of primary healing swallowing is at once re- 
stored. Breakdown of the anastomosis is not fatal as it would be in- 
side the thorax and the resulting fistula can be repaired at leisure. 
Injection of penicillin into the pleural cavity following aspiration may 
also have preventive value. Intrathoracic anastomosis is preferable 
when possible, but in some cases extrathoracic intervention is required 
for removal of the type of growth which spreads longitudinally up the 
esophagus or widely into the stomach. ‘The advantages of a gastro- 
esophageal junction immediately under the skin are listed. 2 figures. 


23. Breast 


COMPARATIVE STUDIES OF CANCEROUS VERSUS 
NONCANCEROUS BREASTS 


FRANK W. Foore and Frep W. STEWART 


New York State Department of Health and Memorial Hospital, New York, N. Y. 
Ann. Surg. 121:6-53; 197-222, Jan. and Feb. 1945 


A study by gross and microscopic analysis was made of material 
from 300 cancer-containing breasts after radical mastectomies, and 200 
specimens of noncancerous breast tissue obtained from partial or simple 
mastectomies. No breasts were included that had been treated by 
irradiation. 
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It was found that atrophy of the breast, as indicated by the number 
of lobules present, depended upon the age factor, and was essentially 
the same in cancerous and noncancerous breasts. Macroscopic cysts 
were found much more commonly in noncancerous than in cancerous 
breasts, especially in women 40 to 50 years of age. There was no 
distinct difference in the incidence and extent of papillomatosis in 
cancerous and noncancerous breasts; macroscopic papillomas were 
somewhat more common in noncancerous breasts. It was found, how- 
ever, that cytologically atypical papillomatosis was more frequent in 
cancerous breasts, and that every transition from such atypical papillo- 
matosis to duct cancer could be followed, sometimes in a single breast. 

Blunt duct adenosis appeared to be “a common precursor” to cyst 
formation. In women 40 to 50 years of age, blunt duct adenosis was 
more common in cancerous than in noncancerous breasts, although 
the incidence of cysts was relatively low in cancerous breasts in this 
age period. In this type of breast, the blunt duct adenosis evidently 
tends to retain its proliferative capacity. ‘The origin of mammary 
cancer could be traced to blunt duct adenosis, however, in only a few 
cases. Apocrine epithelium occurred commonly in both cancerous 
and noncancerous breasts, especially in women in the 40 to 50 year age 
group; it was of much the same character in cancerous as in noncan- 
cerous breasts, and the development of mammary cancer could be 
traced to it only rarely. Sclerosing adenosis was also of much the 
same type in cancerous and noncancerous breasts; it was of compara- 
tively rare incidence in both types. ‘The “triad” of lesions—stasis of 
duct content, duct dilatation and periductal mastitis—is of the same 
type in cancerous and noncancerous breasts. Mammary cancer could 
not be traced to any one of this triad of lesions in any case. Structural 
abnormalities of the mammary lobules were found in both cancerous 
and noncancerous breasts, most frequently in women over 40 years of 
age. Intralobular epithelial hyperplasia showing atypical characteris- 
tics was much more common in cancerous than in noncancerous breasts, 
and this form of epithelial hyperplasia was found in some cases to 
merge gradually into lobular mammary carcinoma. 

Fstimations as to the frequency of chronic cystic mastitis vary ac- 
cording to the number of lesions that are deemed essential to making 
this diagnosis. ‘The authors present evidence that the “true com- 
ponent parts’’ of chronic cystic mastitis are cysts, duct papillomatosis, 
blunt duct adenosis, apocrine epithelium, and sclerosing adenosis; per- 
haps primary lobular alteration should also be included. On this 
basis, chronic cystic mastitis was somewhat more frequent in noncan- 
cerous than in cancerous breasts in this series. However, chronic cystic 
mastitis probably does play a role in the development of human breast 
cancer. ‘The authors cannot state how large this role is, but their 
studies indicate that papillary hyperplasias which become atypical in 
some individuals “for reasons unknown” are the most important 
factor. 
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A study of the breast tissue was made in 9 women after treatment 
with estrogens. In 8 of these cases no “noteworthy specific alteration” 
in the breast structure was observed. In 1 case, marked histologic 
changes occurred in the breast, but there was no definite evidence that 
these changes were of significance in the production of cancer. 


TREATMENT OF PUBERTAL BILATERAL GYNECOMASTIA; 
REPORT OF A CASE 


RAayMonp E. Buirce, Leo T. SAMuELs and J. S$. MCCARTNEY 


Univ. of Minnesota School of Medicine, Minneapolis, Minn. 
Surgery 17:397-403, March 1945 


In the case reported, the patient was a boy 16 years of age; a 
gradual increase in the size of the breasts had been noted in the last 
2 years, accompanied by pain. At the time of examination, the 
breasts were symmetrically enlarged, of the size and configuration of 
those of a well-developed adolescent female. ‘The external genitalia 
were well developed, the pubic hair abundant but with the female 
escutcheon; there was no hair on the trunk or extremities and no 
beard development. The 17-ketosteroid excretion was low. Treat- 
ment with testosterone propionate given intramuscularly in doses of 
25 mg. daily for 3 weeks decreased the size of the breasts by about 50 
per cent, while the body weight increased. As the change in the 
breasts seemed to be diminishing, bilateral mastectomy with preserva- 
tion of the nipples was done. The histological examination of the 
breast tissue removed showed chronic fibrous mastitis. For cases of 
this type, the authors believe, mastectomy is indicated, as the breasts 
cannot be sufficiently reduced in size by androgen therapy alone, prob- 
ably because of the increased residual connective tissue. Androgen 
therapy can be used after the breast operation if indicated. 

[A case of bilateral gynecomastia of the type reported may occasionally call 
for surgery. In the experience of one of the Editors, however, this condition, 
being the result of a temporarily disturbed hormonal imbalance, usually re- 


sponds to hormonal therapy plus mild doses of x-ray treatment when needed. 
—Eb. | 


REFERENCES TO CURRENT ARTICLES 
Plastic Surgery in Reconstructing Enlarged Breasts: One-stage Mastopexy. 
Edward S. Lamont, Hollywood, Calif. Surgery 17:379-96, March 1945. (An 
illustrated description of the author’s modification of one-stage mastopexy 
with transposition of the nipple, of two-stage mastopexy with nipple trans- 
plant and of two-stage mastopexy with transposition of the nipple. He em- 
phasizes the fact that enlarged and pendulous breasts usually may be re- 
constructed in a one-stage operation which results in practically identical 
breasts with retained physiologic function. The modifications suggested per- 
mit reconstruction of the breasts to the desired size, shape and contour with 


smaller postoperative scars. In some cases a two-stage operation may be re- 
quired.) 
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Two-Stage Mammaplasty in Relation to Blood Supply. Jacques W. Maliniac, 
New York, N. Y.. Am. J. Surg. 68:55-66, April 1915. (A graphic presentation 
of the mammary blood supply and of the technic of mammaplasty in 2 stages, 
describing the mode of procedure for marked hypertrophies and for moderate 
ptosis. It is cmaiietiedl that the breast should be outlined by adjustment of 


glandular structures and not by excessive stretching of the skin.) 


Osseous, Cartilaginous and Mixed Tumors of the Human Breast: A Review of 
the Literature. Antonio Rottino and Kathleen Wilson, New York, N. Y. 
Arch. Surg. 50:184-93, April 1945. (36 references.) 


Roentgen Therapy as an Adjunct in the Management of Acute Postpartum 
Mastitis. Roger A. Harvey, Howard A. Spindler and Andrew H. Dowdy, 
Roetester, N. Y. Surg., Gynec. & Obst. 80:396-403, April 1945. (Roentgen 
therapy combined with rational symptomatic treatment of 137 breasts affected 
with postpartum mastitis, resulted in 2 abscesses [1.5 per cent], as compared 
with 20 per cent of abscesses in cases treated by other methods. Duration of 
subjective s*mptoms was reduced from an average of 8 days by other methods, 
to an average of 1.8 days. Treatment should be started as soon as diagnosis 
is made. A coordinated plan of management of these patients is described. 
Roentgenotherapy is the cheapest form of therapy for postpartum mastitis.) 


{Roentgenotherapy is certainly helpful here. Postpartum mastitis should 
no longer be the serious complication it has been in the past, with the help of 
roentgen treatment and chemotherapy.—Eb. | 


Low-Back Pain as the Presenting Symptom of Malignant Breast Tumors. 
Theodore D. Cohn (Maj., M.C.) and Harold Cohn (Capt., M.C.). New 
England J. Med. 232:342-43, Mar. 22, 1945. (Four cases of carcinoma of the 
breast are presented in which pain from metastatic foci to the spine and bony 
pelvis was the first evidence of neoplastic disease. Nezative bone x-ray films 
early in the disease in the presence of bone pain and a mass in the breast 
should not rule out bone metastases. X-ray studies should follow. The 
probable route of metastasis by way of the vertebral veins, as suggested by 
Batson, is discussed. Metastatic foci to the lower back and pelvis from a 
primary breast tumor should be considered as a not uncommon cause of low 
beck psin. Breasts of all women should be examined routinely for tumors, 
especially in the presence of low-back pain or pelvic pain.) - 


{Certainly everyone whose experience with malignant breast tumors has been 
even fairly extensive, must be impressed with the frequency of vertebral metasta- 
sis. Usually, of course, this distressing sequella does not happen until at least 
1 to 2 years after such a tumor has been known to be present. The authors’ 
cases, while distinctly unusual, certainly serve to call attention to this type of 
metastasis and to the possibility of causing symptoms before the primary focus 
in the breast has been discovered.—Ep. | 


Clinical Effects of Surgical and X-Ray Castration in Mammary Cancer. Frank 
E. Adair, Norman Treves, Joseph H. — (Lt. Comdr., M.C., U.S.N.R.) 
and Isabel M. Scharnagel, New York, N. Y. J. A. M. A. 128: 161-67, May 19, 
1945. (A review of all patients with carcinoma of the breast who have been 
castrated by surgery or radiation in the past 18 years at the Memorial Hospital 
in New York City. It appears that x-ray castration and surgical castration 
yield improvements in about 13 to 15 per cent of cases, with no appreciable 
difference in results between the two methods.. Castration seems to confer a 
temporary rather than a lasting duration of improvement. It appears to 
retard the growth process in improved cases for a period of about 2 years. 
It holds the cancer process in check, but in general is not curative. The most 
striking effects of castration are seen in male breast cancer where the change 
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in the disease process seems to be immediate with striking improvement in 
general health like that observed following castration in carcinoma of the 
prostate. Data are tabulated for radiation castration in 304 women, surgical 
castration in 31 women, and orchiectomy in 6 cases of carcinoma of the breast 
in males.) 


[One school of thought believes that castration in those women still in the 
child-bearing time of life is helpful in retarding carcinoma of the breast. X-ray 
castration is much to be preferred, in the opinion of most surgeons interested 
in this subject. Carcinoma of the male’ breast should be benefited by castra- 
tion, even more than the female, if the result of this procedure in treating 
carcinoma of the prostate is a criterion. It is interesting that the experiences 
of the authors bear this out.—Ep.] 


24. Diaphragm 


A NEW GUIDE IN THE OPERATION FOR ESOPHAGEAL 
HIATUS HERNIA OF THE DIAPHRAGM 


PHILEMON E, TRUESDALE 
Fall River, Mass. 
J. Thoracic Surg. 14:160-70, April 1945 

In the author's series of 50 cases of esophageal hiatus hernia, the 
thoracic route was employed in 26 cases and the abdominal approach 
in 24 cases. The thoracic route is preferred since it offers better ex- 
posure and a definite anatomic landmark for locating the hernial sac. 
There were 4 deaths (8 per cent mortality), with 3 deaths (12.5 per 
cent) in the 24 patients operated upon by the abdominal route, and | 
death (3.85 per cent) in the 26 patients operated upon by the thoracic 
route. ‘Iwo patients died from mediastinitis following injury to the 
esophagus. One other patient died 26 days after operation from a 
cerebral accident, and a fourth patient died of peritonitis due to per- 
foration from a silk suture used to anchor the cardia to the diaphragm. 
Three of these deaths were avoidable. Injury to the esophagus is a 
distinct liability and accounted for 2 of the 4 deaths. Before handling 
any tissues in this region, the operator should have an accurate knowl- 
edge of the location of the hernial sac. ‘There were no deaths in the 
last 19 cases, in 6 of which the abdominal route was used, and in 13 
of which the thoracic approach was employed. 

In exposure by the thoracic route, one may observe a triangular 
space bounded on the right side by the left ventricle of the heart, on 
the left side by the descending aorta, and its base formed by the dia- 
phragm. ‘The apex reaches the hilus of the lung. Within this tri- 
angular space small lobules may be seen which are preperitoneal fat. 
On separating the fat the serosa is exposed and when this is incised it 
is found to be the peritoneum lining the hernial sac. In 9 cases the 
author has been able to corroborate this finding. This constitutes an 
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anatomic clue which greatly simplifies the identification of the hernial 
sac for reduction and repair of the hernia. With the body of the pa- 
tient turned 45 degrees to the right, this triangle can be clearly 
discerned. 

In the thoracic approach an incision is made over the seventh rib 
from its sternal attachment to a point posteriorly beyond the tubercle. 
A subperiosteal resection of the rib is then made. ‘The pleura is then 
incised and the receding lung protected with a warm moist gauze pad. 
Any adhesions of the hernial sac to the diaphragm, the lung, the peri- 
cardium, the esophagus or the aorta are severed. ‘The triangle 
described above is then identified. ‘The left pulmonary ligament may 
cover its base and left border, and if so, must be cut just above its 
attachment to the diaphragm, thus providing a full view of the triangle 
in which is found the hernial sac. After brushing off the preperi- 
toneal fat, the sac is picked up and incised. ‘Through this opening a 
finger is inserted. ‘The sac is likely to be larger than assumed from 
the roentgenogram. It may contain stomach, colon, omentum or 
small intestine. It is covered with a very thin serosa, the pleura, and 
is lined with peritoneum. ‘The stomach with its vessels is often at- 
tached by a short mesentery to the peritoneum within the sac. By 
placing the index finger within the sac, one can determine the space 
it occupies in the mediastinum. All adhesions are separated by sponge 
dissection. ‘The vessels attaching the stomach to the peritoneal lining 
of the sac are ligated and severed. ‘The stomach is then reduced. 

The hernial sac is finally cleared of its attachments and removed. 
The base of the sac may be broad, and should then be closed by in- 
terrupted sutures of fine silk instead of ligation. Reinforcement of 
the hernial orifice is accomplished with interrupted sutures of medium 
fine silk, drawing the membranous portion of the diaphragm into close 
relation with the esophagus. ‘The aperture in the chest wall is then 
closed with running sutures of fine chromic catgut in the pleura and 
muscular layers. ‘This line of union is reinforced by interrupted mass 
sutures of nylon. A local anesthetic is used to quiet the diaphragm 
only long enough for repair to be accomplished. The mildest pos- 
sible anesthesia of the phrenic nerve is required, and no anesthesia is 
preferable. With these methods, mortality will be negligible, and the 
procedure can be carried out by any surgeon familiar with operating 
in the thoracic cavity. 4 references. 11 schematic drawings. 


REFERENCE TO CURRENT ARTICLE 


A Case of Traumatic Diaphragmatic Hernia. Hugh Reid, Liverpool. Brit. J. 
Surg. 32:391-93, Jan. 1945. (Traumatic hernia of the diaphragm may be 
caused by direct injury to the diaphragm or by indirect violence, such as a 
crushing accident which ruptures the diaphragm, permitting abdominal 
organs to enter the thoracic cavity. Such a case is described in a miner of 
53 years who had suffered several accidents and was finally knocked down by 
a wagon with injury to his ribs and back. Since that injury he had suffered 
from pain in his chest, and for 2 months before admission by vomiting with- 
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out relation to food intake. Operation revealed a rent in the diaphragm, 
with the whole stomach in the chest as well as the whole spleen and splenic 
flexure of the colon. The rent was sutured after resection of the ends of the 
7th and 8th ribs, the suture reinforced with fascia and the chest wound closed. 
The phrenic nerve was crushed. The patient made an unevenful recovery. 
The abdominal organs, returned to their normal position, functioned satis- 
factorily.) 


25. Abdominal Surgery 


See Index for Related Articles 


26. Abdominal Wall 


See Index for Related Articles 


27. Hernia 


REFERENCES TO CURRENT ARTICLES 


Epigastric Hernia: An Improved Method of Repair. Edgar F. Berman, Balti- 
more, Md. Am. J. Surg. 68:84-86, April 1945. (Graphic description of a 
method of repair of epigastric hernia in which the strain is taken off the 
anterior sutures. Five epigastric hernias were treated by this method with 
good results although the incidence of recurrence cannot as yet be estimated.) 


Right Retroperitoneal Diaphragmatic Hernia. N. R. Barrett. Brit. J. Surg. 
32:421-25, Jan. 1945. (A case of right retroperitoneal diaphragmatic hernia 
due to a stiletto wound is described in a man of 52 years.. The tear in the 
diaphragm had probably been smaller at first and gradually enlarged. The 
lesion causes slight symptoms and may reach considerable proportions before 
it is recognized. It is emphasized that in chest wounds the diaphragm is often 
slightly wounded. In the present case the hernia contained the right kidney 
surrounded by perinephric fat. The latter has been described in cases of 
congenital deficiency of the posterolateral part of the diaphragm but not as 
the result of trauma.) 


Diffuse Peritonitis from Gangrene of Hernial Sac. Judson T. Chesterman, Shef- 
field, England. Brit. M.J. 1:516-17, April 14, 1945. (Reports a case of a man 
59 years of age, with bilateral inguinal hernia. The left hernia became 
irreducible, painful and tender; nausea and vomiting, constipation and re- 
tention of urine developed. At operation the inguinal sac was gangrenous 
and contained pus; the omentum, the only contents of the sac, was viable. 
The sac was excised and the viable peritoneum closed; the skin was loosely 
sutured with drainage. The patient died 27 hours after operation; autopsy 
showed acute diffuse peritonitis, although the gut and omentum were viable 
and the gangrenous sac had been excised.) 


[Exploration of the gut at the time of operation is often indicated in similar 
cases. The intestine may slip inside the peritoneal cavity before operation, 
although the finding of viable gut at necropsy shows that such was not so in 
this case.—Ep. | 
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Preliminary Report on the Use of Whole Skin-Grafts as a Substitute for Fascial 
Sutures in the Treatment of Herniae. George B. Mair, Aberdeen. Brit. J. 
Surg. 32:381-85, Jan. 1945. (Whole skin-graft was used for repair of 70 
inguinal hernias, direct, indirect, and recurrent, 6 umbilical, 10 ventral, 1 
epigastric and | femoral. The results were satisfactory, but more time must 
elapse before the effect on recurrence can be evaluated. There were 2 cases 
of mild sepsis which cleared up within less than 4 weeks, 1 scrotal hematoma 
and 2 cases of postoperative bronchitis. The technic of the operation is de- 
scribed in detail. The time required for the operation is about 30 to 50 
minutes. Postoperative complications seem fewer than after fascia repair.) 


[Full thickness skin may grow hair and act as a foreign body. This proce- 
dure needs further critical testing.—Eb. ] 


28. Peritoneum 


REFERENCES TO CURRENT ARTICLES 

Intraperitoneal Absorption Patterns of Sulfonamide Drugs (With Special 
Reference to Microcrystalline Sulfathiazole) and a Comparison of Coincident 
Concentrations in the Portal Vein, Systemic Circulation, and Peritoneal 
Fluid. Alexander E. Pearce (Major, M.C., A.U.S.), John G. Reinhold, Rose 
Polonsky Feldman and John O. Bower, Philadelphia, Pa. Surgery 17:351-60, 
March 1945. (This study in dogs demonstrated that sulfathiazole in the 
form of microcrystals introduced into the peritoneal cavity is more rapidly 
absorbed than crystalline sulfathiazole. Microcrystalline sulfathiazole in- 
jected into the peritoneum as a suspension gave higher concentrations of 
drug in blood plasma than comparable amounts administered by insuf- 
flation, although the response to the former was not uniform. High and 
sustained concentrations of sulfathiazole in plasma can be obtained by intra- 
peritoneal injection of a suspension of microcrystals. Blood from the portal 
vein and heart contained practically identical concentrations 60 to 360 
minutes after intraperitoneal administration either as crystals or micro- 
crystals.) 


Torsion of the Great Omentum: Report on Four Cases. W. Etherington- 
Wilson. Proc. Roy. Soc. Med. 38:185-86, March 1945. (Review of the 
literature up to 1944 shows a total of 190 cases of torsion of the great 
omentum, of which 73, or 38 per cent, were idiopathic. ‘The typical symp- 
tom is rightsided spasmodic pain becoming increasingly severe, often re- 
lieved by lying down, occurring usually in patients 30 to 55 years of age. 
Although the diagnosis of appendicitis is frequently made, there is neither 
abdominal tenderness, rigidity nor distention; a doughy tumor may be 
palpated. Prompt operation is indicated; the omentum or a part of it is 
usually removed. In 1 of the author’s cases, the omentum was untwisted, 
as it showed no evidence of strangulation. This patient died of thyrocardiac 
failure, the only death in the 4 cases reported. In another case the entire 
omentum was not removed. The omentum after removal should be care- 
fully examined to determine whether any tumor, pedicle formation, fibrosis 
or deformity is present.) 
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29. Stomach and Duodenum 


REFERENCES TO CURRENT ARTICLES 


The Medical Treatment of Peptic Ulcer Refractory to Sippy Therapy. Asher 
Winkeistein, Albert Cornell and Franklin Hollander, New York, N. Y. 
Surgery 17:696-704, May 1945. (The chief point of attack in peptic ulcer 
therapy is the “‘acid-pepsin” factor. The usual forms of ulcer therapy, in- 
cluding the Sippy method, are reviewed and their inadequacies discussed. 
The principles of the intragastric drip therapy for peptic ulcer are described. 
A group of 60 ulcer patients refractory to the usual medical therapy were 
treated with milk-soda or aluminum gel by the intragastric drip procedure. 
Twenty-two of these are presented as examples of the successful application 
of this form of therapy to patients with refractory peptic ulcer.) 


The Pathogenesis of Caffeine-Induced Ulcers. J. A. Roth and I. C. Ivy, Chi- 
cago, Ill. Surgery 17:644-49, May 1945. (The authors describe the vascu- 
lar changes in the gastric mucosa produced by caffeine, in 8 experiments 
on cats. The results suggest that the proteolytic action of acid and pepsin 
secretion upon a gastric mucosa rendered more susceptible to the ulcerative 
process by the vascular and cellular changes induced by caffeine, will pro- 
duce ulcer.) 


The Clinical Significance of Chronic Gastritis. Morris E. Dailey, San Fran- 
cisco, Calif. West J. Surg. 53:85-87, March 1945. (It is emphasized that 
chronic gastritis should be considered in the differential diagnosis of dyspep- 
sia. Gross bleeding may be caused solely by gastritis. Gastroscopic diagno- 
sis is required for definitive diagnosis. Patients with atrophic gastritis of 
pernicious anemia should be under careful observation because of their 
increased tendency to develop benign and malignant gastric neoplasms. 
This precaution will aid in the early diagnosis of cancer. Hypertrophic 
gastrius may fully simulate malignancy even to the point of nearly complete 
pyloric obstruction. The treatment of chronic superficial gastritis, of chronic 
atrophic gastritis and of chronic hypertrophic gastritis is outlined.) 


An Attempt to Confirm the Alleged Inhibitory Effect on Gastric Secretion of 
Jejunal Pedicle Grafts in the Wall of the Stomach. M. I. Grossman, D. F. 
Dutton and A. C. Ivy, Chicago, Ill. Surgery 17:685-92, May 1945. (Experi- 
ments on dogs indicate that implantation of a jejunal pedicle graft into 
the wall of the stomach or perfusion of the stomach with jejunal washings 
does not significantly alter the acid secretory response of the stomach to 
histamine stimulation in the dog.) 


Use of Omentum to Close Perforations of the Stomach. Philip B. Price and 
Tunnie F. Lee, Salt Lake City, Utah. Arch. Surg. 50:171-73, March 1945. 
(Living omental patches or tabs were used successfully to cover relatively 
large holes in the stomachs of dogs. Such seals seemed highly resistant to 
digestion and intection, giving the gastric defects time to heal. It seems 
more rational and safer to use living tissue than free omental grafts to cover 
perforated gastric ulcers, or to reinforce lines of anastomosis.) 


Gastric Resection for Duodenal Ulcer. Richard Lewisohn, New York, N. Y. 
Surg. Gynec. & Obst. 80:355-60, April 1945. (Comparison of gastroenter- 
ostomy and partial gastric resection for treatment of duodenal ulcer, in favor 
of the latter. A plea for more correct use of the terms “subtotal gastrectomy” 
and “healed ulcer.” The mortality rate of gastric resection in these cases 
is 1%4 to 3 per cent. Another fallacious assumption is that ulcers vary 
in different countries.) 
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Adding More Safety to Gastrointestinal Sutures. H. J. Fournier, Chicago, 
Ill. Surg., Gynec. & Obst. 80:407-409, April 1945. (Since the Connell suture 
is not completely hemostatic, leaving free islands of intestinal wall between 
the loops of suture and favoring leakage, a modification of the Connell 
suture to achieve better hemostasis is described, with details of technic for 
closure of the anterior portion of the stoma and schematic illustrations.) 


Aseptic Anastomosis in Gastrectomy. Charles A. Pannett. Brit. J. Surg. 
32:418-20, Jan. 1945. (The author stresses the advantages of a one-clamp 
technic in gastrojejunal anastomoses. With this method of union con- 
valescence is smoother than that following other methods.) 


30. Small Intestines 


REFERENCES TO CURRENT ARTICLES 


Carcinoma of the Ileum. Harvey Nelson, Minneapolis, Minn. Minnesota 
Med. 26:396-98, May 1945. (Diagnosis of carcinoma of the small intestine 
is dificult to make, as compared with carcinoma of the stomach or colon; 
carcinoma of the small intestine is also comparatively infrequent. The 
author reports 3 cases, in 2 of which a diagnosis of carcinoma of the ileum 
was made at operation. In | case, the diagnosis of obstruction, possibly due 
to carcinoma, was made preoperatively; at operation the obstruction was 
found to be due to a long appendix, filled with fecoliths, lying across the 
ileum. In | case, there had been repeated attacks of abdominal pain and 
loss of weight. A diagnosis of carcinoma was made by detailed small bowel 
studies, but exploratory operation showed the carcinoma to be inoperable. 
In this case, the author believes that earlier x-ray studies by the same 
method would have made an earlier diagnosis possible. In | case, symptoms 
of obstruction necessitated operation; the carcinoma was found and resected 
with end-to-end anastomosis.) 


Stenosis of the Small Intestine from the Cicatrization of Isolated Inflamma- 
tory Lesions. Milroy Paul, University of Ceylon. Brit. J. Surg. 32:371-76, 
Jan. 1945. (A report of 5 cases of acute, subacute and chronic intestinal ob- 
struction due to tuberculous stricture of the ileum or jejunum. Treatment 
consisted in short-circuiting the stricture by lateral anastomosis, or by re- 
section of the affected segment containing the stricture and restoration of 
continuity by an end-to-end anastomosis. Convalescence in such cases is 
usually smooth. Resection permits a detailed examination of the lesion 
for differentiation between tuberculous stricture, malignancy and the gran- 
ulations of Crohn's disease.) 


Regional Enteritis of the Proximal Jejunum Following Trauma. M. A. Spell- 
berg (Major, M.C., A.U.S.) and L. W. Gray (Lt. Col., M.C., A.U.S.). Surgery 
17:343-50, March 1945. (A study of the possible etiologic relationship of 
trauma to regional enteritis based on a case of regional enteritis confined to 
the proximal jejunum, with symptoms beginning 2 months after a nonpene- 
trating abdominal injury caused by collision of motorcycle with a truck. Fol- 
lowing a posterior gastrojejunostomy leaving a loop of jejunum about 22 
inches long, the inflammatory lesions subsided, but in spite of the functioning 
gastroenterostomy stoma mild symptoms persisted and some material entered 
the blind loop of the duodenum. Following resection of the involved loop 
of the jejunum the patient was almost completely relieved of symptoms.) 
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Fistula Between the Small Intestine and One Horn of a Uterus Bicornis. B. T. 
Rose, Birmingham, England. Brit. M. J. 1:630, May 5, 1945. (Five weeks 
after a premature delivery of a stillborn infant, the patient complained of an 
offensive vaginal discharge accompanied by marked perivulval irritation. 
The discharge was found to consist largely of undigested food, indicating a 
fistula between the upper intestinal tract and the uterus. At operation coils 
of the small intestine were found matted to a pyriform uterus; one coil had 
an opening continuous with the lumen of the uterus. The openings were 
closed. Further examination showed the pyriform uterine swelling to be the 
enlarged horn of a uterus bicornis.) 


Melaena Due to Peptic Ulceration in a Meckel’s Diverticulum. Robert A. C. 
Owen, Walton, England. Brit. M. J. 1:630-31, May 5, 1945. (Report of a 
case in a boy 16 years of age, who had a sudden attack of abdominal pain, 
with passage of blood by rectum. ‘There was a history of previous attacks 
of “stomach-ache” with constipation, but no previous melena. The preopera- 
tive diagnosis was intussusception, but at operation there was no evidence of 
this condition. A Meckel’s diverticulum was found on the antimesenteric 
border of the small intestine 214 ft. from the ileocecal valve. The divertic- 
ulum and bowel distal to it were filled with blood. The diverticulum was 
excised and the bowel repaired. Examination of the diverticulum showed 
an indurated area with a shallow ulcer, at the base of which was the open 
lumen of.a small blood vessel. Microscopic examination of tissue from the 
middle of the ulcer showed gastric mucosa with oxyntic cells. Peptic ulcera- 
tion of a Meckel’s diverticulum is rare, especially in England.) 

[It is a little unusual for these manifestations to appear as late in life as 
they did in this case. Thus, Sibley (Quart. Rev. Surg. 2:438, 1945) stated in 
his original article, ‘Most of the patients reported to have bleeding as a symp- 
tom have been under 15 years of age.”’—Eb. | 


31. Appendix 


ACUTE APPENDICITIS AND THE APPENDIX MASS 
A. G. McPuerson and J. B. KiInMONTH 


St. Thomas's Hospital, London, England 
Brit. J. Surg. 32:365-70, Jan. 1945 


Of 730 cases of acute appendicitis treated at St. Thomas’s Hospital 
in 1937-1942, 511 were simple appendicitis, 90 appendicitis with dif- 
fuse peritonitis, and 129 appendicitis “with mass.” ‘The diagnosis of 
appendicitis with mass was made when, in addition to the signs and 
symptoms of appendicitis, a mass was palpable in the right iliac fossa 
without anesthesia. Cases of simple appendicitis and of appendicitis 
with generalized peritonitis were treated by prompt operation. Cases 
of appendicitis with mass, however, were treated expectantly—low 
Fowler’s position, no sedatives, enemas or aperients, fluids in small 
amounts by mouth, the pulse rate charted every half hour. Indications 
for operation in these cases are: rising pulse or persistently elevated 
pulse rate (over 100); increasing signs or symptoms of a spread of in- 
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fection; abscess formation at a later stage; and, very occasionally, a fail- 
ure to resolve. Conservative treatment was abandoned and operation 
done in 31 cases in this series, in 7 cases because of the development of 
abscess, in 6 because of peritonitis, and in 5 because of deterioration 
during conservative treatment. Interval appendectomy is recom- 
mended three months after resolution of the mass in those cases that 
respond well to conservative therapy. 

There were 21 deaths in the entire series, a mortality of 2.9 per 
cent. ‘he mortality rate in simple appendicitis was 1.17 per cent, in 
appendicitis with peritonitis 15.6 per cent and in appendicitis with 
mass 0.8 per cent (1 death). ‘This death occurred in a case in which 
an appendiceal abscess was drained on the fourteenth day, and was due 
to reactionary hemorrhage. ‘The mortality rate for the cases with 
mass is, therefore, the lowest for the three groups, and it seems unlikely 
that immediate operation in these cases would lower the mortality rate 
below that for simple acute appendicitis. Comparison with previous 
series reported from St. ‘Thomas's Hospital showed a much lower mor- 
tality for this series as a whole and for cases with clinical palpable mass; 
the reduction of mortality for cases with palpable mass is greater in 
this last series than for either of the other groups. ‘The authors are of 
the opinion that this reduction in mortality is due to improvement in 
the selection of cases for conservative treatment and in the technic of 
management. 


REFERENCES TO CURRENT ARTICLES 


An Appendectomy on a Poliomyelitis Patient in a Drinker Respirator. David 
Metheny and Hilding H. Olson, Seattle, Wash. West J. Surg. 53:88-89, March 
1945. (The postoperative course following appendectomy in this case was 
uneventful and 6 weeks after operation the patient, a woman of 29 years, 
was able to be out of the respirator for 2 hours 3 times a day, and was grad- 
ually regaining her muscle movements.) 


Mucoid Disease of the Appendix. George H. Bunch, Columbia, S$. C. Ann. 
Surg. 121:704-709, May 1945. (Report of 2 cases of pseudomyxoma peritonei 
of appendiceal origin, one in a man, aged 75, the other in a woman, aged 58. 
In both, the condition was symptomless and was found incidentally at opera- 
tion, in one for a strangulated hernia and in the other for cholecystitis with 
stones. No pseudomucin was found in the abdomen of the man at a second 
operation 3 months after the first operation. Two cases of pseudomyxoma 
peritonei are described in women aged 61 and 79 years, respectively. In both 
there were mucoceles of the appendix with small perforations. In both the 
disease had apparently originated in cysts of the ovary that had ruptured, in 
one, a benign cystadenoma, in the other an adenocarcinoma. All phases of 
mucoid disease of the appendix except the late obstructive stages of the pseudo- 
myxoma peritonei were illustrated in these 4 cases.) 


The Treatment of Acute Appendicitis. Herbert C. Fisher (Lt, Col., M.C., 

A.U.S.) and John C. Burch (Col., M.C., A.U.S.). South. M. J. 38:255-59, April 
1945. (At Brooke General Hospital, Fort Sam Houston, 1,494 appendec- 
tomies were done from September 1940 to July 1944, with only 2 deaths. 
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The majority of the patients were young male adults, who, in most instances, 
were hospitalized at the first suspicion of appendicitis. The factor of purga- 
tion had also been largely eliminated. ‘lne McBurney incision was used 
routinely. Simple acute appendicitis was present in 90 per cent of cases; 
there were no deaths in this series. “There were 73 cases of acute perforative 
appendicitis, 39 with peritonitis and 34 with abscess; there was | death in 
each of these subgroups. Delayed operation was favored in both appendiceal 
peritonitis and abscess. Sulfanilamide was used as indicated. Early ambu- 
lation was the rule without interference with normal wound healing. The 
use of cotton sutures reduced the incidence of wound infection. 19 refer- 
ences. 3 tables.) 


Appendicitis: The Possible Effects of Sulfonamides on Mortality. Thomas B. 


Aycock and E. M. Farris, Baltimore, Md. Ann. Surg. 121:710-20, May, 1945. 
(A survey of 1,151 consecutive patients with acute appendicitis operated upon 
at Baltimore City hospitals from 1935 to 1944. In 651 cases operated upon 
prior to June 19, 1940, the mortality rate was 5.2 per cent, and in 500 cases 
operated upon since that date, the mortality rate was 1.2 per cent. In the 
last group, sulfonamides were administered topically at the time of operation 
if perforation had occurred. After operation, sulfonamide was given orally 
in nearly all such cases. Sulfanilamide was used in preference to sulfathia- 
zole. ‘The type of anesthesia ordinarily preferred was spinal pontocaine or 
novocaine. Eighty-nine per cent of the cases were acute. Data on the 40 
fatal cases are tabulated as well as comparative data in the patients treated 
with and without sulfonamide.) 


Urological Manifestations Associated with Chronic Appendiceal Abscess. Joseph 


A. Lazarus and Morris S. Marks, New York, N. Y. Am. J. Surg. 68:38-43, 
April 1945. (A brief review of the literature and report of 3 unusual cases 
of chronic appendiceal abscess with unusual urologic features. In one case, 
symptoms of prostatism developed and a pelvic ridge formed. In another, 
the abscess involved the anterior abdominal wall and a portion of the vault 
of the bladder.) 


Inversion of the Appendiceal Stump: An Improved Method. Joseph J. Stratte, 


Grand Forks, N. Dak. Am. J. Surg. 68:91-92, April 1945. 


32. Colon and Rectum 


REFERENCES TO CURRENT ARTICLES 


Hemorrhoidectomy by Incision and Dissection. Philip H. Rakov (Capt., M.C., 


A.U.S.). Am. J. Surg. 68:73-76, April 1945. (Experience in 120 cases shows 
this incision-dissection type of hemorrhoidectomy to be less painful than 
other types. It also permits early return to full activity, and reduces the inci- 
dence of postoperative stricture. All hemorrhoidal tissue is removed and 
the risk of recurrence thus reduced.) 


Solitary Diverticulum of the Caecum. G. C. Dorling, London, England. Brit. 


M.J. 1:513-14, April 14, 1945. (Reports a case of purulent inflammation in a 
solitary diverticulum of the cecum. A wedge-shaped portion of the cecum 
containing the diverticulum was dissected, the cecum sutured in two layers, 
and drainage instituted. A review of other reported cases shows 3 associated 
with calcified tuberculous mesenteric glands, as in the author’s case.) 


Total Colectomy for Polyposis of the Colon with Carcinomatous Degeneration, 
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with a Note on Postoperative Care. Abraham O. Wilensky, New York, N. Y. 
Surgery 17:630-34, April 1945. (Postoperative measures ‘to build up the 
strength of the patient include an enriched protein diet, intravenous alimenta- 
tion with glucose, salt, minerals, vitamins and aminoids and transfusions of 
plasma and/or whole blood.) 


33. Intestinal Obstruction 


INTESTINAL OBSTRUCTION BY GALL-STONES 


Maurice LE&e 
Brit. M.J. 1:555-56, April 21, 1945 


Acute intestinal obstruction due to gallstones is of rare occurrence, 
as shown by a review of the literature, but has a high mortality. Many 
of the cases reported have been in old persons (80 years of age or 
over), and often there has been no history of previous gallbladder 
obstruction, so that diagnosis has been made late, if at all. Gallstones 
that cause intestinal obstruction are always large, and enter the intes- 
tines by a fistulous communication resulting from ulceration of the 
gallbladder. In many cases, the obstructive symptoms are temporary, 
recurring after a period of relief; this increases the difficulty of diag- 
nosis. In the diagnosis of intestinal obstruction, auscultation of the 
abdomen is of definite value; increased borborygmi associated with 
pain suggest mechanical intestinal obstruction. A plain radiogram is 
of value in determining the degree and site of intestinal obstruction. 
If the obstruction is due to a gallstone, the outline of the stone may 
be seen, providing that it contains sufficient calcium salt. 

In the case reported by the author, the patient was a woman 87 
years of age. When she was admitted to the hospital, intestinal ob- 
struction had been present for 3 days, and she had vomited everything 
taken by mouth during that period. Examination showed general 
tenderness and guarding of the abdomen, but no rigidity. A glucose- 
saline intravenous drip was given and operation done under spinal 
anesthesia. A large gallstone was removed from the lower ileum, and 
the incision in the intestine sutured. Three months after discharge 
from the hospital, the patient had another attack with absolute con- 
stipation, vomiting and abdominal pain; symptoms had been present 
for 2 days. A gallstone was removed from the ileum at a level higher 
than at the previous operation and the incision in the bowel sutured 
transversely. ‘This second stone was larger than the first—hence was 
arrested at a higher level. It contained calcium carbonate and bile 
pigment, but was composed chiefly of cholesterol. The patient made 
a good postoperative recovery. 





34. Anus 


See Index for Related Articles 
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35. Liver and Biliary Tract 


HEPATICODUODENAL INTUBATION WITH DEEP 
HEPATODUODENOSTOMY FOR TRAUMATIC 
STRICTURE OF THE HEPATIC DUCT 


RALPH COoLp 


Mount Sinai Hospital, New York, N. Y. 
Surg., Gynec. & Obst. 80:190-96, Feb. 1945 


Five cases of traumatic stricture of the hepatic duct following 
cholecystectomy are reported in which hepaticoduodenal intubation 
with hepatoduodenostomy was done. These patients require careful 
preoperative preparation with fluids by mouth or parenterally, ade- 
quate carbohydrate and protein, supplied if necessary by glucose 
intravenously with plasma or amigen; vitamin K may also be indi- 
cated. For biliary duodenal intubation a fenestrated rubber tube is 
used, of such tensile strength and caliber that it will fit snugly into 
one of the hepatic ducts. It is threaded on a heavy probe and intro- 
duced upward into the liver; the distal end of the tube is then passed 
into an opening made into the “opposing duodenal wall,” directed 
preferably toward the jejunum. ‘The serosa of the duodenum is then 
approximated to Glisson’s capsule of the liver in the region of the 
hepaticoduodenostomy. Interrupted mattress sutures of linen are 
used, the posterior and lateral sutures being inserted and tied before 
the anterior sutures. In the 5 cases reported, a supplementary jejunos- 
tomy was also done and used for postoperative administration of fluids 
and nourishment in the form of Scott-Ivy pabulum. At the conclu- 
sion of the operation a Levine tube is introduced nasally. 

In 2 of the 5 cases there was a temporary seepage of bile, and in 1 
case “a frank duodenal leak’’ developed with resulting subphrenic 
abscess and empyema; this required repeated operation, but the 
wound eventually healed. Three of the patients have been well for 
4 months to 4 years; 2 have attacks of Charcot fever; in both there is 
probably a recurrence of the stricture. ‘These symptoms can be at 
least partially relieved by the administration of saline cathartics and 
of sulfonamides. 


CONGENITAL BILIARY OBSTRUCTION 


SAMUEL AMBERG and ELLA ZUSCHLAG 


Mayo Foundation, Rochester, Minn. 
Proc. Staff Meet., Mayo Clin. 19:570-74, Dec. 13, 1944 


The diagnosis of congenital biliary obstruction in infants is “not 
always easy to make”; either surgical exploration or postmortem ex- 
amination is necessary to confirm the diagnosis. Congenital obstruc- 
tion of the biliary tract may be suspected in cases with increasing 
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jaundice, acholic stools, deeply colored urine; hepatomegaly and 
often splenomegaly occur in the first weeks of life. In some cases 
jaundice may not develop until the infant is 2 to 3 weeks of age; in 
some the stools may be stained with bile at first but soon become 
acholic. If the diagnosis of congenital biliary obstruction is suspected, 
surgical exploration should be done, unless the infant’s condition is 
such as to make the operative risk too great. If there are no other 
contraindications and the blood prothrombin level is not too low or 
can be raised by administration of vitamin K, exploration should be 
done. But conditions that can be successfully corrected surgically are 
found in only a few cases. In 18 cases of congenital anomalies of the 
biliary tract at the Mayo Clinic, the diagnosis was not confirmed by 
either surgical exploration or autopsy in 2 cases. In 13 cases, surgical 
exploration was done with verification of the diagnosis, which was 
further confirmed at autopsy in 4 of these cases. In 3 other cases, diag- 
nosis was confirmed at autopsy. ‘There were only 2 cases in which the 
condition found “might be amenable” to surgical treatment. In some 
cases cholecystostomy was done even though the gallbladder did not 
contain bile; if bile drains from the wound, further surgical treat- 


ment may be considered. In | case in which surgical exploration was 


done at the age of 2 years, the extrahepatic ducts were found to be 
obliterated; cholecystostomy failed to produce biliary drainage or to 
diminish the deep jaundice, but the patient lived to the age of 51 
months. Only | other case of congenital biliary obstruction that 
could not be relieved surgically is reported, in which the patient lived 
to be over 2 years of age. 

The aim of surgical treatment of congenital biliary obstruction is 
to establish a connection between the bile ducts or the gallbladder 
and the duodenum or stomach. In some of the Mayo Clinic cases 
the gallbladder was found to be small, rudimentary, or absent. If bile 
ducts cannot be identified, or if they are represented only by fibrous 
cords, surgical relief is impossible at present. In some cases reported in 
the literature and in | of Mayo Clinic series, drainage from the liver 

“directly to the outside” was attempted. This may delay the develop- 
ment of hepatic insufficiency, but a satisfactory method for establishing 
permanent drainage into the intestinal tract is needed. 


REFERENCES TO CURRENT ARTICLES 
Physiology of the Hepatocholedochus: Emptying and Filling of the Gallblad- 
der. Schematic Presentation of Operative Cholangiography (Fisiologia del 
hepatocolédoco. El vaciamiento y replecién de la vesicula. Aporte docu- 
mental de la colangiografia operatoria). Pablo L. Mirizzi, Cordoba. Prensa 
méd. argent. $32:445-51, March 16, 1945. 


Cholecystojejunostomy; Hepaticoduodenostomy; Hepaticojejunostomy (Cole- 
cistoyeyunostomia. Hepaticoduodenostomia. Hepaticoyeyunostomia). Diego 
E. Zavaleta. Prensa méd. argent. 32:394-98, March 2, 1945. (The technic of 
each of these procedures is described with schematic illustrations and their 

advantages listed.) 
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36. Pancreas 


HYPERINSULINISM 


SEALE Harris, JR. (Major, M.C., A.U.S.) 
South. M. J. 37:714-17, Dec. 1944 


Hyperinsulinism is one term used to designate the symptom com- 
plex caused by excessive secretion of insulin by the islands of Langer- 
hans. This hypersecretion may be functional, i.e., without any structural 
changes in the pancreas; it may be organic due to benign or malignant 
adenoma tumors involving the islands of Langerhans; or it may be 
secondary to other endocrine gland disturbances. It is the second or 
organic type that is of interest to the surgeon. In this group the fast- 
ing blood sugar is very low, below 50 mg. — 100 cc., and there are 
frequent syncopal or convulsive seizures sometimes preceded by a 
short period of weakness, nervousness or a “‘jittery’’ feeling, and re- 
lieved by administration of glucose. In such cases a laparotomy is in- 
dicated. If a benign adenoma of the islands of Langerhans is found, 
however small, its removal usually relieves the symptoms completely. 
These tumors may be so small that they are difficult to demonstrate; 
cases have been reported in which two or three laparotomies were 
necessary before the tumor could be found and removed. (These are 
usually located in the posterior aspect of the head of the pancreas and 
for this reason the duodenum has to be mobilized. A transverse in- 
cision is far more useful than a left rectus incision.—Ep.) Even if the 
tumor is a metastatic implant, resection is indicated, because the “‘dis- 
tressing’”’ hypoglycemic attacks are relieved. 

When there are no organic lesions in the pancreas the results from 
subtotal pancreatectomy have been “most disappointing’”’ in the 
author’s experience in approximately 15 cases; and this method of 
treatment has been abandoned. None of these patients, however, 
showed any ill effects from the removal of as much as 9/10 of the 
pancreas. 


PANCREATIC COLLECTIONS (PSEUDOCYSTS) FOLLOWING 
PANCREATITIS AND PANCREATIC NECROSIS. RE- 
VIEW AND ANALYSIS OF TEN CASES 


ROLAND D. PINKHAM 


Stanford University School of Medicine, San Francisco, Calif. 
Surg., Gynec. & Obst. 80:225-35, March 1945 


Ten cases are reported in detail to illustrate some of the frequent 
types of pancreatic cysts of pancreatic accumulations resulting from 
pancreatitis and pancreatic necrosis. Although none of the cases here 
reported were due to trauma, this is a relatively frequent cause. In 3 
cases no known cause could be established, and in 6 of the remaining 
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7 cases the condition was associated with biliary tract disease. One 
case occurred in a patient with acute alcoholism. Cultures of fluid 
in 7 cysts showed Bacillus coli in 2, Bacillus subtilis in 1, and Staphy- 
lococcus albus in one. In all but 1, fat necrosis was found at the time 
of surgery. The serum amylase dropped promptly after drainage of 
the cysts. A sustained elevation of the serum amylase is suggestive 
of the presence of a pancreatic collection. Rupture of such accumu- 
lations is said to be relatively rare and often fatal. It occurred in 
only | case in the present series, although several patients had _ peri- 
toneal fluid and associated fat necrosis. ‘This patient recovered after 
a stormy convalescence. ‘Iwo cases developed subsequent accumula- 
tions following primi ary drainage. Many of such accumulations are 
loculated, and it is surprising that subsequent collections do not occur 
more frequently. ‘Io date there have been no known recurrences fol- 
lowing drainage. In only 2 cases was there associated jaundice. 
There were no known cases of internal drainage either into the bowel 
or pancreatic duct. 

Diabetes as a complication of pancreatic insufliciency due to necro- 
sis is reported in 5 to 8 per cent of such cases. One patient in the 
present series had no glycosuria during her original hospitalization 
for pancreatic necrosis and drainage of the pancreatic collection, but 
developed mild diabetes 10 years later. “I'wo other patients dev eloped 
transient glycosuria during the acute stage, but this disappeared fol- 
lowing drainage. One patient developed a small incisional hernia at 
the site of marsupialization of the cyst. It was repaired a year and one- 
half later after drainage had ceased. Five of the 10 cases had known 
gallbladder disease. ‘The differential diagnosis from perforated ulcer 
and neighboring pathology may be difficult. Gastric pneumograms 
were found of great diagnostic aid in retrogastric and pancreatic en- 
largements. Satisfactory results were obtained in all cases in this 
series by simple drainage or marsupialization of the pancreatic collec- 
tion. 18 references. | table. 


TOTAL PANCREATECTOMY, TOTAL GASTRECTOMY, 
TOTAL DUODENECTOMY, SPLENECTOMY, LEFT 
ADRENALECTOMY AND OMENTECTOMY IN A 
DIABETIC PATIENT: RECOVERY 
ALEXANDER BRUNSCHWIG, HENRY T. Ricketts and Rospert R. BIGELOW 


University of Chicago, Ill. 
Surg., Gynec. & Obst. 80:252-56, March 1945 


A diabetic patient, with carcinoma of the body of the pancreas 
that had extended to adjacent viscera, successfully underwent total 
pancreatectomy, total gastrectomy, splenectomy, total duodenectomy, 
and left adrenalectomy. ‘The diabetes was not aggravated after the 
operation. During some periods the diabetes seemed even less severe 
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than before the operation. ‘The duration of the operation was 5 
hours 43 minutes. Infusions of blood, saline and gelatin were given 
during the operation and there was no shock at any time. 

Histologic study of the specimen revealed a typical duct cell car- 
cinoma of the pancreas. Study of the uninvolved pancreas revealed 
typical degenerative changes in the islets characteristic of diabetes. 
The postoperative course was remarkably smooth. Nothing was given 
by mouth for 8 days.. Casein digest and glucose were given intrave- 
nously for nutrition. Food by mouth was then gradually increased 
until he received a full diet by the end of 3 weeks. Examination of 
the abdomen 214 months after operation revealed metastatic nodules 
in the abdominal wall beneath the umbilicus and in the left para- 
umbilical region. ‘There was no evidence of ascites and the liver was 
not palpable. The jaundice present before operation had disap- 
peared. ‘The patient died 314 months after operation, necropsy re- 
vealing abdominal carcinomatosis. No pancreatic tissue was dis- 
covered anywhere. 2 references. | table. 3 figures. 


HYPERINSULINISM TREATED BY SUBTOTAL 
PANCREATECTOMY 
Brock E. Brusn and Roy D. McCiure 
From the Department of Surgery, Henry Ford Hospital, Detroit, Mich. 
Ann. Surg. 120:750-78, Nov. 1944 

Functional hypoglycemia is a fairly common condition, while or- 
ganic hyperinsulinism is quite rare. When the Whipple triad of 
symptoms is present, surgical exploration of the pancreas is clearly 
indicated, and an islet tumor will be present in nearly all cases. ‘This 
triad includes nervous system disorders, such as confusion, coma, con- 
vulsions and collapse coming on in the fasting state while the blood 
sugar level is 50 mg. per 100 cc., or less, and the relief of symptoms by 
the administration of glucose. When the blood sugar does not fall to 
50 mg. per 100 cc. during an attack, a careful search for other causes 
must be made. A glucose tolerance test taken after a proper prepare 
tory diet is of definite diagnostic value in cases of hypoglycemia.* 
Organic and functional hyperinsulinism both characteristically give 
a low dextrose tolerance curve, and the organic cases usually have an 
abnormally low fasting level. Studies on the utilization of glucose 
are specially indicated in borderline cases. 

Basal metabolic rate is determined prior to injection of glucose 
and repeated at 0.5 hour, | hour, 2.5 hours and 3 hours after the 
injection. Urine samples are examined for nitrogen and sugar if the 
proportions of carbohydrate, fat and protein utilized are to be deter- 
mined. ‘These calculations give diagnostic information and are also 
of benefit in following the patients postoperatively. In patients not 
conforming exactly to the Whipple triad but having symptoms of 


* See Editor’s note on page 600. 
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hyperinsulinism, these studies may aid in determining the advisability 
of performing a subtotal pancreatectomy. ‘Two cases are described in 
detail. ‘They presented the syndrome of spontaneous hypoglycemia 
but no islet tumor could be found. The very satisfactory results ob- 
tained following subtotal resection in these cases make the authors 
confident that no actual islet tumor existed. A large amount of the 
pancreas must be resected in such cases, and this does not seem to 
cause any subsequent digestive or metabolic disturbance. 13 refer- 
ences. 5 charts. 1 table. 


*|The glucose tolerance test is by no means as valuable in the diagnosis of 
islet cell tumor as a 24-hour fasting blood sugar determination, or a fasting 
blood sugar taken with the onset of the patient’s “attack.” If the blood sugar 
under these conditions is not below 50 mg./100 an islet cell tumor can be ruled 
out. The medical profession at large too often bases the diagnosis of islet cell 
tumor on an abnormal glucose tolerance curve. For this reason, this note is 
made to emphasize this point and is not intended to cast reflection on an ex- 
cellent paper.—Ep. | 


PANCREATICODUODENECTOMY FOR PRIMARY 
CARCINOMA OF ‘THE DUODENUM 


THomas G. Orr and Grorcre A. WALKER 


Univ. of Kansas School of Medicine, Kansas City, Kans. 
Surg., Gynec. & Obst. 80:148-51, Feb. 1945 


In the case reported the patient was a man 66 years of age, w hose 
chief symptoms were increasing indigestion, bloating, vomiting and 
loss of weight. X-ray examination showed an obstructive lesion con- 
sidered to be due to carcinoma of the pylorus. At operation, how- 
ever, the tumor was found to be in the duodenum, in the intra-ampul- 
lary region, and to involve the head of the pancreas. A modified 
Whipple type of pancreaticoduodenectomy was done in one stage. 
Cholecystogastrostomy and gastrojejunostomy were done first; the first 
three divisions of the duodenum with a portion of the head of the 
pancreas were resected, and the pylorus was closed with three rows of 
sutures; the stump of the pancreas was implanted in the open end of 
the fourth segment of the duodenum. Pathological examination 
showed carcinoma of the duodenum. ‘There was a serous drainage 
from the wound for 2 weeks following operation, but this contained 
no pancreatic ferments; the wound healed well, and the patient was 
discharged from the hospital 28 days after operation. ‘The patient 
complained of indigestion, but remained in fairly good health for a 
year, then failed rapidly and died 17'% months after operation; 
masses were present in the abdomen, considered to be metastases, but 
no autopsy was done. 

A review of the literature shows a number of cases reported as 
carcinoma of the duodenum in which there is no definite indication 
that the growth was primary in the duodenum, and not secondarily in- 
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vading it from adjacent structures. ‘The operative technic used in 
some of the proved cases of primary carcinoma of the duodenum 
was similar to that employed in the authors’ case. ‘This type of opera- 
tion “fulfills the requirement” that cancer should be treated by re- 
moving the primary growth and the lymph nodes in the immediate 
lymph drainage area. The results of such radical resection of pri- 
mary carcinoma of the duodenum cannot as yet be estimated because 
of the few cases recorded. 


REFERENCE TO CURRENT ARTICLE 

Spontaneous Hypoglycemia Due to Islet-Cell Tumors of the Pancreas: Report 
of Two Cases and Review of the Literature. Robert M. Clyne, Horace M. 
Leeds and John S. Cowdrey, Lincoln Hospital, New York, N. Y. New York 
State J. Med. 45:405-409, Feb. 15, 1945. (Reports 2 cases of islet-cell tumor 
of the pancreas causing hypoglycemia. The first case was a proved islet-cell 
adenoma, and removal of the tumor resulted in definite improvement in the 
patient’s condition. ‘The second case, previously reported, was a carcinoma 
of the islet-cells with metastases to the liver. A review of the literature shows 
a total of 176 islet-cell tumors of the pancreas [including the 2 reported], of 
which 127 were benign adenoma, 27 carcinoma, and 22 “questionable” 
carcinoma.) 


37. Spleen 


REFERENCES TO CURRENT ARTICLES 

Massive Delayed Hemorrhage Following Traumatic Rupture of Spleen as a 
Complication of Full Term Pregnancy. Carl Ireneus, Jr., Benson F. Dear- 
dorff and Gil Ehlers, Chicago, Ill. Am. J. Surg. 68:107-12, April 1945. (The 
patient was 814 months pregnant at the time of a motor accident which 
caused splenic injury. It is suggested that she might not have survived except 
for the pressure effect of the pregnancy. The uterus not only limited the size 
of the space bled into, but by autotransfusion of uterine blood 32 hours 
after operation, and delivery of a stillborn child, her hemoglobin and red 
count were rapidly restored. Of 70 cases of delayed splenic hemorrhage re- 
ported in the literature, this is the first occurring as a complication of 
pregnancy.) 


Masked Traumatic Rupture of the Spleen. Joseph K. Narat and Angelo L. 
Vincent, Chicago, Ill., and Arthur F. Cipolla, Cicero, Ill. Arch. Surg. 50:87-88, 
Feb. 1945. - (Following two successive insignificant traumas, a patient’s spleen 
was ruptured. The only sign observed during the latent period was a low 
erythrocyte count which led to diagnosis. The lesson drawn is the advisability 
of taking repeated blood cell counts in cases of contusion of the upper part 
of the abdomen. In case of a falling erythrocyte count, rupture of the spleen 
should be suspected and an exploratory operation performed without delay. 

Following splenectomy this patient made an uneventful recovery.) 
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38. Genitourinary Surgery 


THE CURE OF CANCER OF THE PROSTATE BY RADICAL 
PERINEAL PROSTATECTOMY (PROSTATO-SEMINAL 
VESICULOTOMY); HISTORY, LITERATURE AND 
STATISTICS OF YOUNG’S OPERATION 
HuGH HAMPTON YOUNG 


Johns Hopkins Hospital, Baltimore, Md. 
J. Urol. 53:188-256, Jan. 1945 


A review of the history of the author’s radical perineal prostatec- 
tomy is presented, and various modifications that have been pro- 
posed are discussed. The technic of the operation is described 
in detail. With this technic, a little of the membranous urethra, the 
entire prostate with its capsule propria and fascia covering the cuff of 
the bladder, half of the trigone, the seminal vesicles and ampullae 
covered by the fascia of Denonvilliers posteriorly are removed in 1 
piece. This leaves the bladder wide open with the upper portion 
of the trigone and the stump of the membranous urethra, which is 
partly withdrawn into the trigonal musculature. The ureteral ori- 
fices are visible in the wound. ‘The defect is closed by approximating 
the bladder wall and membranous urethra, using chromic catgut and 
traction sutures. <A urethral catheter is retained in place for 4 or 5 
days after operation. When the catheter is removed, urination begins 
promptly. ‘There may be slight incontinence when the patient first 
gets up, but he can be instructed in practicing and controlling the 
sphincter action until urination becomes normal. 

In 184 cases in which the radical operation has been done by the 
author and other members of the staff of the Brady Urological Insti- 
tute of Johns Hopkins Hospital, there were only 12 deaths and only 
2 of these were immediately postoperative. 

Thirty-eight cases are reported in which the patients have been 
followed up for 5 years or more after the radical operation for cancer 
of the prostate, and show no evidence of recurrence or metastases; 27 
of these patients have perfect urinary control; in 8 others the incon- 
tinence is only slight and does not require wearing of a pad. 

Statistics reviewed show that cancer of the prostate occurs in at 
least 14 per cent of all men past 44 years of age. In about one-half of 
the cases, it is associated with prostatic hypertrophy. However, hy- 
pertrophy begins in the lateral and median lobes, and cancer in the 
posterior lobe, where it is easily palpable by rectum. If physicians 
would make rectal examinations during routine physical examinations 
of men over 40 years of age, diagnosis of cancer of the prostate could 
be made much more frequently at an early stage, when it is curable 
by radical perineal prostatectomy. The operation is not difficult or 
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dangerous, and the author’s statistics indicate that it has effected a 
cure in nearly 50 per cent of patients followed-up for 5 to 27 years. 
59 figures. 


CARCINOMA OF THE PROSTATE GLAND 


ALEJANDRO PALERMO 
New York Hospital, New York, N. Y. 
J. Urol. 53:166-87, Jan. 1945 


From January 1921 to January 1944, 276 cases of cancer of the 
prostate have been treated at the James Buchanan Brady Foundation 
of the New York Hospital. From 1921 to 1931, the usual treatment 
was simple perineal prostatectomy, combined with radon implanta- 
tion or deep x-ray therapy. From 1931 to 1938, either conservative 
perineal prostatectomy or transurethral resection was the treatment of 
choice with or without radiation therapy. ‘Total perineal prostatec- 
tomy and radical perineal prostatectomy were infrequently done. 
Less than half of these patients have been followed up for any length 
of time; 41 (25 per cent) are known to have died within a year; 18 
are known to have lived 3 years or longer, 4 of these for 5 years and 
1 for 8 years. 

In the 111 cases treated from January 1938 to January 1944, total 
perineal prostatectomy (Lowsley-Kilgore method) and radical perineal 
prostatectomy were done more frequently than in the previous series. 
In addition, castration was done in 47 cases, combined with perineal 
operation in 15 cases and with transurethral resection in 27 cases. In 
10 of these cases the prostatic operation had been done several months 
or years prior to castration; in the other cases castration was done 
either at the time of the prostatic operation or within 2 weeks. Forty- 
four patients who were not treated by castration have been followed 
up: 13 of these are known to have lived 3 years or more, including 
3 living 5 years or more. Forty-four patients treated by castration 
have also been followed up; of these 19 are known to have died, but 
1 survived 5 years. 

Patients after castration are promptly relieved of pain, sometimes 
completely relieved, gain weight, and appear well. Life is not “re- 
markably” prolonged according to the author’s findings, but the very 
definite relief afforded by this procedure justifies its use. A technic 
of orchiectomy is described, in which fat is implanted into the tunica 
albuginea after the testicular tissues are removed, which gives an ex- 
cellent cosmetic effect. ‘The technic of the Lowsley-Kilgore total 
perineal prostatectomy is also briefly described. 19 references. 8 
figures. 
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TESTICULAR ‘TUMORS 


VINCENT VERMOOTEN (Major, M.C., A.U.S.) 
Arch. Surg. 50:63-66, Feb. 1945 


In an army hospital, a diagnosis of testicular tumor was made in 
62 cases in a 2-year period. ‘This would indicate a higher incidence 
of testicular tumor in army personnel than in civilians, but the author 
is of the opinion that this apparently higher incidence is due to the 
fact that a soldier has frequent routine physical examinations, and 
that a physically fit and active man is especially likely to notice an 
enlarged, hard or painful testis. In some instances trauma drew the 
man’s attention to the tumor, but trauma was not found to be of 
etiological significance. 

In this series of 62 cases, the condition was originally diagnosed as 
epididymitis, orchitis or epididymo-orchitis in 14; in 6 as hydrocele; in 
5 as traumatic orchitis; and in | each as varicocele and as enlarged 
testis. However, all but | of these patients were operated on within 
f months after they were first seen by a medical officer. 

Histologically 11 of the 62 tumors (18 per cent) were found to 
be benign. In 15 of the 51 malignant tumors there was evidence of 
metastases when the patient was admitted to the hospital. In 2 of 
these 15 cases there was no clinical evidence of the primary tumor; in 
| of these cases a malignant teratoma of the testis was found at autopsy. 
In the other case, the nature of the metastasis (pulmonary) indicated 
that the primary tumor was either renal or testicular, and pyelograms 
were normal. On the basis of a history of traumatic orchitis on the 
right side, an orchiectomy was done on that side, and a small malig- 
nant teratoma (less than | cm. in diameter) was found. 

When a diagnosis of malignant tumor of the testis can be made on 
the basis of the history and physical examination, or when this diag- 
nosis is suspected but cannot be definitely established, the author does 
a radical orchiectomy at once or, occasionally, an exploratory opera- 
tion. For the radical operation, the incision is made from the level 
of the external inguinal ring to above the internal ring. ‘The cord 
is dissected up to beyond the point where the vas deferens and the 
vascular portion of the cord separate, ligated and divided as high as 
possible; the vas deferens is then pulled up, ligated and divided. 
Then the cord is dissected down to the external ring and the testis 
with all its tunics removed. If the testicular tumor is small, it may 
be delivered through the original incision. If it is large, a scrotal in- 
cision is necessary for delivery of the testis and the cord. For the ex- 
ploratory operation, which is indicated in cases wherein there is 
reasonable doubt as to the nature of the testicular lesion, a scrotal 
incision is made through the tunica vaginalis and the testis delivered 
into the wound. If the tumor is found to involve the testis, the radi- 
cal operation is done. If it proves that the testis is not involved, i 
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may be preserved. The orchiectomy is followed by deep roentgen- 
ray therapy to the abdominal lymph nodes. 

Of the 51 patients with malignant tumor of the testis in the au- 
thor’s series, 1] have died; 6 are living with metastases; 36 (72 per 
cent) are living without clinical evidence of recurrence or metastases; 
16 of these patients are living and well for 1 year to 25 months after 
radical operation. 


REFERENCES TO CURRENT ARTICLES 


Malignant Granular Cell Myoblastoma Involving the Urinary Bladder. A. 
Ravich, A. P. Stout and R. A. Ravich, New York, N. Y. Ann. Surg. 121:361-72, 
March, 1945. (Case report of a granular cell myoblastoma involving the 
urinary bladder in a man of 31 years. ‘The tumor recurred following ex- 
cision; death from metastasis occurred 17 months after operation. The pri- 
mary growth was identified as an example of Abrikossoff’s third group of 
myoblastic myomas. It is believed to be the first of its kind to have developed 
in the bladder, and this is the first record of such a tumor to metastasize and 
cause death.) 


Anastomosis of Vas Deferens: Restoration of Fertility Five Years After Bilat- 
eral Vasectomy. Charles $. Cameron (Lt. Comdr., M.C., U.S.N.R.). J. A. 
M. A. 127:1119-20, April 28, 1945. (The technic of anastomosis of the vas 
deferens is described, with an illustrative case in a man of 26 years in whom 
fertility was restored by this method 5 years after bilateral vasectomy. Vasec- 
tomy had been performed because the patient did not wish to have children. 
Following enlistment, he desired to have a child. About 21%4 months after 
the anastomosis of the vas deferens, vigorously motile spermatozoa were dem- 
onstrated in freshly ejaculated semen.) 


Cysts of the Urachus. C. F. Sawyer, Chicago, Ill. Arch. Surg. 50:174-76, March 
1945. (A cyst, believed to be urachal because of its anatomic relations, was 
discovered at operation on a man of 64 years. It was adherent to the bladder 
and sigmoid. There were small diverticula of the adjacent colonic wall. A 
perforation of one adjacent to the wall of the cyst had resulted in peritonitis 
and fistula formation. The large, thick pedicle of the cyst contained an ade- 
quate blood supply for survival of the cyst, while the fistulous tract and 
adjacent adhesions lacked sufficient vascularity for survival of so large a mass. 
Sulfathiazole was sprinkled into the field following removal of the cyst, and 
a Penrose drain was inserted before closure. The patient made an excellent 
recovery.) 


Simplified Procedure tor the ‘Treatment of Impassable Urethral Strictures and 
Rupture of the Urethra. Thomas E. Gibson, San Francisco, Calif. Am, J. 
Surg. 68:49-54, April 1945. (The value of this simplified procedure for treat- 
ment of impassable urethral strictures and rupture of the urethra in the 
rising tide of industrial and war injuries is stressed. A technic is described 
which, with the aid of the Davis interlocking sounds, can be performed 
quickly with a minimum of danger to normal structures. Schematic drawings 
of the mode of procedure are included.) 


Solitary Cyst of the Kidney: Case Report. David Kershner and Leon N. Kess- 
ler, Brooklyn, N. Y. Am. J. Surg. 68:124-26, April 1945. (A case of solitary 
unilateral, congenital cyst of the kidney in a woman of 38 years is described. 
Diagnosis was made before operation. The cyst was enucleated through a 
right rectus incision under spinal anesthesia. The raw area was packed with 
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retroperitoneal fat to control bleeding. The patient was discharged in good 
condition 10 days after operation.) 


A Review of Urologic Surgery. Albert J]. Scholl, Los Angeles, Calif.; Frank 
Hinman, San Francisco, Calif.; Alexander Von Lichtenberg, Mexico, D. F., 
Mexico; Alexander B. Hepler, Seattle, Wash.; Robert Gutierrez, New York, 
N. Y.; Gershom J. Thompson (Comdr., M.C., U.S.N.R.); Edward N. Cook, 
Rochester, Minn.; Egon Wildbolz, Berne, Switzerland, and Vincent J. O’Con- 
nor, Chicago, Ill. Arch. Surg. 50:104-24, Feb. 1945. (A general review. 52 
references.) 


Bilateral Renal Carcinoma. Howard G. Hanley, London. Brit. J. Surg. 
32:399-402, Jan. 1945. (Review of literature, including 9 cases of proved 
bilateral renal carcinoma. A tenth case is reported in detail in a man of 73 
years. Provisional diagnosis was made radiologically before death and con- 
firmed by post mortem examination. ‘There was no evidence of the growth 
extending along the renal veins, but several metastatic nodules were observed 
on the parietal pleura, which did not show in repeated radiographs of the 
chest.) 


Treatment of Carcinoma ol the Prostate Gland; a Comparative Study. Jay J. 
Crane and David Rosenbloom, Los Angeles, * Calif. J. Urol. 53:411-14, 
Feb. 1945. (In a series of 340 cases of carcinoma of the prostate, 43 patients 
received no treatment; radical perineal prostatectomy was done in 4 cases; 
surgical drainage |cystostomy or simple prostatectomy] in 39 cases. The re 
maining patients were treated with estrogen alone or combined with trans- 
urethral resection, castration alone or combined with resection, or a combi- 
nation of castration, estrogen and resection. The best results in relief of 
symptoms and “the longest median survival time’ were obtained with trans- 
urethral resection combined with castration and estrogen.) 


The Effects of Biochemical Therapeusis in Carcinoma of the Prostate. William 
P. Herbst, Washington, D. C. J. A. M. A. 127:57-59, Jan. 13, 1945. (The 
use of estrogen, usually diethylstilbestrol, in the treatment of carcinoma of the 
prostate is reported. In most cases, this treatment relieved urinary and other 
symptoms for varying periods of time. The first patient treated by this 
method, reported in 1942, is still under control, with continued treatment 
with estradiol and diethylstilbestrol, although metastases are present in the 
spine and pelvis.) 


Renal Ectopia: <A Study of Twenty-three Cases. Earl F. Nation, Pasadena, 
Calif. Am. J. Surg. 68:67-72, April 1945. (Fifteen autopsy and 8 clinical 
cases are described, including 3 lumbar, 4 iliolumbar, 12 pelvic and 4 crossed 
types. Of the latter, 3 were fused and | unfused. ‘There was one instance 
each of solitary pelvic kidney and of bilateral renal ectopia. ‘There were 13 
females and 10 males. Most of the patients were young, 62.5 per cent being 
under 30 years of age. The two sides were equally affected. In 5 cases there 
were other congenital anomalies of the ectopic kidney and in 4 cases con- 
genital lesions of the other kidney. Pain in the lower abdomen or back was 
the chief complaint. Nephrectomy was performed in 3 cases. In most cases 
renal ectopia did not disturb health. Urological examination should be 
performed on all patients who have abnormalities of the genital organs.) 


Traumatic Infarction of the Kidney. K. Rexford and Paul J. Connolly, 
Detroit, Mich. Am. J. Surg. 68:250- ry May 1945. (The fourth case of trau- 
matic infarct of the kidney is described. The clinical picture is indistinguish- 
able from that of ruptured kidney. A history of trauma, absence of cardiac 
disease with abnormal kidney function, local tenderness and hematuria, may 
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all suggest infarction. Intravenous pyelography is a diagnostic aid. Ileus 
and blood clots may obscure the films. If the clinical picture and intravenous 
pyelography do not yield the information desired, a retrograde pyelogram 
should be made. The dangers of the latter are far outweighed by the infor- 
mation that it gives. A case is described in detail in which conservative 
treatment was used for a week, followed by nephrectomy under intratracheal 
ether anesthesia. After operation a transfusion of 500 cc. of blood was given 
and in 6 days the temperature was normal. A pneumonic complication de- 
veloping on the twelfth day responded to sulfathiazole. A few weeks later a 
sinus tract was discovered leading to the kidney bed. ‘The wound was incised, 
the sinus tract enlarged and curetted, and sulfanilamide powder placed in the 
wound. Final results were satisfactory.) 


Experience With Calculus of the Bladder in North China. Philip B. Price, 


— 


Salt Lake City, Utah. Arch. Surg. 50:82-86, Feb. 1945. (This report is based 
on a study of 126 patients admitted to a small general hospital during a five- 
year period. Calculus of the bladder is endemic in Shantung Province in 
Northern China. It is believed that a dietary factor is concerned in patho- 
genesis. In most of the patients the condition was far advanced and they 
were poor surgical risks. Treatment consisted in accurate diagnosis, demon- 
stration of the stones and an appraisal of the entire urinary tract and of the 
body as a whole, careful preoperative preparation and, finally, suprapubic 
lithotomy without contamination of the wound, anatomic closure of the blad- 
der without suprapubic drainage, continuous drainage of the bladder for 4 or 
5 days, and careful postoperative treatment. The operative mortality was 1.6 
per cent. Urinary incontinence did not occur postoperatively in any case.) 


‘he Surgical Aspects of Cystic Disease of the Kidney. Oswald S. Lowsley, New 


York, N. Y., and Mark S. Curtis (Lt. Comdr., M.C., U.S.N.). J. A. M. A. 
127:1112-19, April 28, 1945. (A discussion of the surgical aspects of cystic 
disease of the kidneys and a review of 74 cases of renal cystic disease observed 
in the New York Hospital from 1924 to 1944. Of these, 19 were simple 
renal cysts, 53 polycystic disease and 2 echinococcus cysts. Etiology, pathol- 
ogy, diagnosis and treatment of each of these conditions are discussed. It is 
suggested that the term solitary renal cyst be replaced by the term “simple” 
renal cyst. In most cases of simple cyst, good results will follow resection of 
the free portion of the cyst wall with subsequent phenolization of the base 
of the cyst, and closure of the resultant defect with a fat pad and chromic 
ribbon gut. Nephrectomy is indicated in very few cases. In hemorrhagic 
cysts, malignancy should be suspected, and unless ruled out nephrectomy is 
indicated. In polycystic renal disease, surgery is generally limited to the com- 
plications encountered. Medical treatment may prolong life and add to the 
comfort of the patient. Nephrectomy for polycystic kidney should be done 
only as a life-saving procedure. Echinococcus cyst requires surgical treat: 
ment in most cases, with care to prevent spillage of the cystic contents, in 
order to avoid fatal anaphylaxis or implantation of parasites.) 


Renal Lithiasis and Its Treatment. A. Hyman, New York, N. Y. S$. Clin. North 


America, New York No., 307-24, April 1945. (The high incidence of neph- 
rolithiasis is emphasized, as well as the fact that no patient should be pro- 
nounced cured without at least a 5-year check-up. The various etiological 
theories are reviewed, including vitamin A deficiency, microscopic lesions of 
the renal papilla, and hyperparathyroidism. The significance of asymp- 
tomatic calculi and of bilateral renal lithiasis is discussed. A complete uro- 
logical investigation, including urinalysis, radiography, pyelography and 
cystoscopy, yields information of aid in the selection of medical or surgical 
therapy. The author has not had successful results with the high vitamin, 
high acid-ash diet, nor with attempts to dissolve the calculi with solution G 
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As regards surgical treatment, the author emphasizes the importance of con- 
servatism in renal surgery at all times. Procedures for solitary and multiple 
calculi ‘are discussed, and the use of dental films for roentgenography of the 
surgically exposed kidney is recommended. The manner of dealing with 
caliceal calculi, unilateral and bilateral calculi, recurrent lithiasis and uro- 
lithiasis medicamentosa is described. The postoperative diets for the various 
types of calculi are indicated with emphasis on the importance of a high 
vitamin A intake and abundant fluids. Periodic x-rays and intravenous uro- 
grams should be taken for some time after recovery.) 


Bilateral Orchiectomy for Carcinoma of the Prostate Gland. John L. Emmett 
and L. F. Greene, Rochester, Minn. J. A. M. A. 127:63-67, Jan. 13, 1945. (A 
report of 220 cases of carcinoma of the prostate gland, treated by orchiectomy. 
A follow-up of 133 of these patients operated on prior to November, 1942, 
showed that of 96 patients with metastasis at the time of operation, 59 had 
died. Most of these patients had been relieved of pain, with the duration 
of relief varying. from months to years. Only 22 per cent had died within 9 
months, a definite prolongation of life as compared with a series of untreated 
cases reported by Bumpus in 1936. The authors consider that in patients 
with prostatic cancer who show metastases, orchiectomy is indicated for the 
relief of metastatic symptoms.) 


Experience with Orchiectomy for Carcinoma of the Prostate. H. C. Bumpus, 
]r., Ben D. Massey and Earl F. Nation, Pasadena, Calif. J. A. M. A. 127:67-68, 
Jan. 13, 1945. (Reports orchiectomy in 25 cases of cancer of the prostate, 
combined with transurethral resection in 13 cases. The majority of these 
patients were given diethylstilbestrol in doses of | to 3 mg. daily after orchi- 
ectomy. All but | of the 25 patients showed definite improvement in general 
health, relief of pain and of urinary symptoms. ‘Three of 4 patients operated 
on 2 years previously are living and well. Of 11 patients operated on 1 to 
2 years ago, 5 have died, 4 are living and well, | relapsed after 1 year, and 1 
received no benefit. Softening of the prostate occurred, but at varying inter- 
vals after orchiectomy. Similar good results have been obtained in another 
group of patients with diethylstilbestrol alone, in a dosage of | to 2 mg. daily; 
3 patients are free from symptoms after more than 2 years’ treatment with 
diethylstilbestrol.) 


An Analysis of 40 cases of Carcinoma of the Prostate. W. Calhoun Sterling, 
Washington, D.C. J. Urol. 43:154-59, Jan. 1945. (Reports 40 cases of car- 
cinoma of the prostate treated by orchiectomy alone or combined with resec- 
tion, by resection, orchiectomy and stilbestrol combined, or by stilbestrol 
alone. The best results were obtained by the combined therapy. Of the 12 
patients in this group, 10 are living, 8 of them with relief of pain and urinary 
symptoms; the average duration of life in the 2 patients who died was 24 
months. Of the 6 patients treated with stilbestrol alone, 5 are living and 3 
have died. One patient showed no improvement and died within 3 months. 
The 3 living patients are relieved of all symptoms and show “complete regres- 
sion” of the prostatic tumor.) 


Early or Late Orchiectomy for Carcinoma of the Prostate. Edwin P. Alyea, 
Durham, N.C. J. Urol. 53:143-52, Jan. 1945. (In 110 cases of carcinoma of 
the prostate, orchiectomy relieved metastatic pain and urinary symptoms and 
caused definite shrinkage of the prostate and of metastatic lesions in most 
cases. A follow-up of all but 7 patients showed 71 living and 32 dead [10 
deaths not due to carcinoma]. Of 98 patients operated on more than 6 
months before the follow-up, 66 are living. As only 25 per cent of the pa- 
tients operated on died within 2 years, there was a definite prolongation of 
life as compared with the series of untreated cases reported by Bumpus. The 
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author prefers orchiectomy to stilbestrol therapy, but considers that a combi- 
nation of the two may prove to be best). 


Hydronephrosis: Classification and Plastic Repair of Ureteropelvic Obstruc- 
tions. ‘Thomas E. Gibson, San Francisco, Calif. Surg., Gynec. & Obst. 80:485-96, 
May 1945. (A review of hydronephrosis due to obstruction at the uretero- 
pelvic junction with a description of 3 general types of obstruction and a 
review of the principal methods of pyeloplasty in current use, to serve as a 
basic reference for the future standardization of plastic procedures. Plastic 
operations should be simple. ‘The value of pyeloureteral splinting and intu- 
bation in selected cases is emphasized. Future investigations will determine 
the relative roles and comparative merits of ureteral splinting or intubation 


and pyeloplasty.) 


Anatomical and Surgical Restudy of Denonvillier’s Fascia. Charles E. Tobin 
and John A. Benjamin, Rochester, N. Y. Surg., Gynec. & Obst. 80:373-88, 
April 1945. (A literal translation of Denonvillier’s description of this fascia 
and a discussion of its embryology and gross anatomical structure, and its 
clinical significance. Studies made on 11 human embryos, dissected pelves of 
a 7, 8 and 9 months fetus and of 2 newborn infants, as well as adult cadavers, 
are described in detail with illustrations. The significance of these findings 
in the perineal approach to the prostate and its relation to other pelvic 
structures and in prevention of the spread of cancer are stressed.) 


Surgical ‘Treatment of Urinary Obstruction in Army General Hospitals. Lean- 
der W. Riba (Lt. Col., M.C., A.U.S.) and Carl J. Schmidlapp (Capt., M.C., 
A.U.S.). Surg., Gynec. & Obst. 80:568-72, April 1945. (The treatment of 
urinary obstruction in the Army General Hospitals is briefly outlined with 
special reference to the surgical treatment of contractures of the vesical neck, 
hydronephrosis, urethral strictures and intrinsic ureteral strictures. It is em- 
phasized that most of these lesions existed prior to induction. Ample oppor- 
tunity to correct congenital obstructive lesions early, with minimum morbidity 
and mortality, is afforded. In maladjusted and inadequate service patients, 
surgery for lesions which existed prior to induction, unless emergent, is 
usually contraindicated.) 


Renal Lithiasis: Lumbotomy Without Section of the Muscles. Pyelotomy 
(Litiasis renal. Lumbotomia sin seccién muscular. Pielotomia). Julio V. 
Uriburu (h.). Prensa méd. argent. 32:622-27, April 6, 1945. (Removal of a 
renal stone from the kidney of a woman of 39 years, under spinal anesthesia. 
A technic of lumbotomy and pyelotomy without section of the muscles is 
described, with illustrative schematic drawings. The kidney is exposed and 
exteriorized and the stone removed through a small incision. Care must be 
taken not to injure the retropyelic artery. If the twelfth rib is short, it need 
not be resected. A cigarette drain is left in the wound.) 


Cancer of the Kidney: Nephrectomy (Cancer de rifén. Nefrectomia). Julio 
V. Uriburu (h.), Buenos Aires. Prensa méd. argent. 32:424-28, March 9, 1945. 
(The results of operation for hypernephroma are usually not encouraging, 
with an operative mortality of 20 per cent. ‘It is said that 15 to 30 per cent 
of patients operated upon survive the 5-year period. In more than half of 
the cases, recurrence may be expected during the first year. Radiotherapy 
has not yielded good results. In the case here reported in a man of 62 years, 
a hypernephroma was removed and the patient discharged in good condition 
12 days after the operation.) 
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39. Gynecologic Surgery 


REFERENCES TO CURRENT ARTICLES 
Air Embolism: Fatal Air Embolism Due to Powder Insufflators Used in Gyne- 
cological Treatments. Harrison S. Martland, Newark, N. J. Am. J. Surg. 
68:164-69, May 1945. (Two fatal cases of air embolism of the puitmonary 
variety, caused by the use of common powder insufflators for the relief of 
pruritus vulvae, are reported. Such insufflators are in common use for the 
treatment of trichomonas infections. Sudden blowing up of the vagina with 
air under excessive pressure is dangerous and may cause death. This method 
of treatment should either be given up, or modified so that excessive intra- 
vaginal air pressure will not be necessary. It has been suggested that if a 
woman is put in the knee-chest position, the vagina will immediately balloon 
out, permitting spraying of the mucosa and external genitals.) 


Cases of Severe Pelvic Injury. Lloyd G. Lewis (Lt. Col., M.C.), Washington, 
D. C. Ann. Surg. 121:470-77, April 1945. (Four cases are described of pa- 
tients wounded or injured on farflung battle fronts, who received their first 
treatment in emergency stations and evacuation hospitals. The fact that 
they survived is evidence of the effectiveness of their initial treatment. The 
soundness of the four surgical principles for treatment of ruptures of the 
bladder, urethra and ureter is established. Drainage for the prevention of 
or treatment of existing extravasation is immediately imperative to save life 
and lessen morbidity. Diversion of urine is essential. Hemostasis in severe 
wounds may be difficult. Repair of defects is desirable at initial operation 
to allow healing with minimum scar formation. If this is impossible, time 
must be allowed for healing, scar contracture, subsidence of infection and 
rehabilitation of the patient before definitive surgery is done. Perineal repair 
of the ruptured membranous urethra was done on 7 patients who had had 
drainage and cystostomy but delayed repair. ‘The results were satisfactory, 
but delay results in increased scar formation. For this reason early repair 
is preferable whenever possible.) 
A New Technic for Reconstruction of the Oviducts. David Polowe, Paterson, 
N. J. Am. J. Surg. 68:208-11, May 1945. (A technic for reconstruction of 
the oviducts is described, which was successfully used in 2 cases of infertility 
due to bilateral occlusion of the oviducts at the cornua. If pregnancy does 
not ensue in 4 months, one should insufflate the tubes or do an uterosalping- 
ography. ‘The possibility of extra-uterine pregnancy must be kept in mind. 
By this technic patency of the oviducts is established under direct vision of 
the surgeon.) 


Methods of Constructing a Vagina. Leo Brady, Baltimore, Md. Ann. Surg. 

121:518-29, April 1945. (Vaginas were constructed in 4 women, utilizing a 
different method for each case. In the first, the labia minora were utilized; 
in the second, a vagina was formed without operation; in the third, the 
Wharton technic was used; and in the fourth case an extensive plastic opera- 
tion was done, utilizing the labia minora supplemented by skin from the 
perineum between the urethra and anus, by making an inverted U-shaped 
incision, dissecting out a flap between the urethra and anus and sewing this 
flap deeply into the newly made v: agina. No one method is best. One must 
take into consideration the anatomic findings, the temperament, intelligence 
and marital status of a patient. The technic is illustrated by figures.) 


Air Embolism in Obstetrics and Gynecology. William F. Finn, New York, N. Y. 
Am. J. Surg. 68:100-102, April 1945 (Report of a fatal case of air embolism 
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following tubal insufflation, with a review of 4 other cases reported in the 
literature. It is emphasized that because of the danger of air embolism, 
tubal insufflation should not be done in the premenstrual phase, nor should 
curettage be done simultaneously.) 


Suspension of the Uterus Using the Pfannenstiel Incision. ‘Taylor C. Gilbert 


and B. L. Aronoff, Dallas, Tex. Surg., Gynec. & Obst. 80:404-407, April 1945. 
(The authors describe the technic of an operation for suspension of the 
uterus, using the Pfannenstiel incision through the pelvic line, and based 
on the conception that the uterus is supported by Mackenrodt’s ligaments, 
the pelvic diaphragms and the round ligaments. It is designed to eiiminate 
trauma to the peritoneum and to do away with intraperitoneal pockets lead- 
ing to obstruction. The operation does not contraindicate pregnancy. By 
planting the round ligaments under the aponeurosis, the stumps, which may 
prove painful and bothersome after subcutaneous suture, are buried.) 


Total Hysterectomy. Harold L. Foss, Danville, Pa. Ann. Surg. 121:680-85, 


May 1945. (Following a statistical review of the incidence of cervical stump 
cancer, the author finds the incidence of true cervical stump cancer is about 
2 per cent. If mortality can be kept under 2 per cent with no increase in 
operative complications, total hysterectomy is justified. If one’s mortality 
is consistently greater than that expressed by an average irreducible minimum 
plus the percentage incidence of cervical stump cancer, subtotal operation 
should be done. The selection of the type of hysterectomy will depend upon 
one’s consistent results as expressed in morbidity and mortality experiences. 
In the author's last 200 consecutive total hysterectomies, morbidity was mini 
mum, the patients being discharged about the thirteenth postoperative day. 
All recovered.) 


40. Vascular Surgery 


REFERENCE TO CURRENT ARTICLE 


Wheal-Fluorescence: A New Method of Evaluating Peripheral Vascular Dis- 


eases—Preliminary Report. James Locke Neller and Erwin R. Schmidt, Madi- 
son, Wis. Ann. Surg. 121:328-37, March 1945. (The technic of a new, simple 
and reliable test for the extent and degree of vascular insufficiency is described. 
Six illustrative cases are reported in detail. It is recommended that other 
clinics adopt the procedure and further analyze its possibilities. The method 
of reading the test is described. The test supplies only information as to 
the vascular situation and should never be used as the sole criterion for 
treatment.) 
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41. Arteries 


SURGICAL MANAGEMENT OF VASCULAR TRAUMA 


H. L. Pucu (Capt., M.C., U.S.N.) 
Am, J. Surg. 68:5-20, April 1945 


‘Traumatic arteriovenous aneurysm usually results from direct in- 
jury, such as that caused by bullet, shell fragments, or stab wounds. 
There are 3 characteristic local symptoms of traumatic arteriovenous 
aneurysm—pulsating tumor, thrill and bruit. These signs are at their 
height during systole; they may be reduced or made to disappear by 
pressure directly on the tumor or proximal to it. The systemic symp- 
toms of traumatic arteriovenous fistula are: accelerated heart rate; 1n- 
creased systolic and decreased diastolic blood pressure, 1.e., increased 
pulse pressure; increased cardiac output with decreased stroke output; 
increased venous pressure and circulating time; engorgement of the 
pulmonary vessels. Cardiac dilatation or hypertrophy results from 
these circulatory changes. Electrocardiograms are of value in detect- 
ing early signs of cardiac damage due to arteriovenous aneurysm. 

In the treatment of the patient with arteriovenous aneurysm im- 
mediately after injury, treatment of shock is most important; the pa- 
tient should be kept warm, but application of heat to the injured part 
is not indicated; the extremity should be elevated to the level most 
comfortable for the patient, which will usually be found to be a level 
slightly lower than that of the heart. If the local wound is infected, 
the infection should be treated in accordance with sound surgical 
principles and no attempt to repair the aneurysm should be made 
until the infection has definitely subsided. 

In the treatment of the aneurysm itself, the author employs quad- 
ruple ligation with excision of the fistula. ‘his operation was done 
in 20 cases of arteriovenous aneurysm and in 19 of these cases lumbar 
or cervical sympathectomy was also done. Gangrene of the extremity 
occurred in only | of these cases; in this case the arteriovenous fistula 
was of 2% years’ duration, and there had been other injuries to the 
leg which undoubtedly had been a factor in rendering the circulation 
inadequate. In all of the other cases in the series, not more than 6 
months elapsed between the injury and the operation on the aneurysm, 
and in several cases there was a much shorter interval. Sympathetic 
nerve block proved of definite value in improving and maintaining 
the circulation in the extremities of these patients. 

In cases of injury to a large artery without the formation of arterio- 
venous aneurysm, it was found that not only ligation of the artery 
but also ligation of the accompanying vein gives the best results. In 
1 case of injury to the axillary and axillary circumflex arteries, in 
which ligation of the arteries was done, dry gangrene developed; 
this case the axillary vein should also have been ligated. Thirteen 
illustrative cases are reported. 
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A NONSUTURE METHOD OF BLOOD VESSEL ANASTO- 
MOSIS: EXPERIMENTAL AND CLINICAL STUDY 


ArTHUR H. BLAKEMORE and JERE W. Lorp, Jr. 


Columbia Univ. College of Physicians and Surgeons and Cornell Univ. Medical College, 
New York, N. Y. 


J. A. M. A. 127:685-91; 748-53, March 24 and 31, 1945 


Experience in the early part of World War II showed that gan- 
grene regularly followed ligation of main arteries, and a method of 
nonsuture blood-vessel anastomosis was therefore sought. A method 
has been developed which employs a vein graft with a vitallium tube 
on each end of the graft. With this method the holding ligature is 
well away from the flowing blood, and there is a broad contact of 
vein intima with artery intima to favor healing. In the majority of 
war wounded, there will be veins suitable for use as grafts, which are 
intact; these veins may be removed quickly for use in closing arterial 
defects. Heteroplastic vein grafts may also be used for arterial an- 
astomosis; such vein grafts are best preserved by quick freezing in 
an alcohol solidified carbon dioxide mixture. 

In the handling of war wounds and similar wounds in civilian 
practice, in which a main artery is severed with extensive damage to 
collateral vessels, and in which there is contamination of the wound, 
the following procedures are indicated: Immediate control of hemor- 
rhage is necessary; if a tourniquet is used, it should be broad and well 
padded; treatment for shock is also indicated, preferably by whole 
blood transfusion. For control of pain and vasospasm, papaverine 
hydrochloride is the best drug. Penicillin should be given intra- 
muscularly if available; if not, one of the sulfonamides given by mouth. 
The wounded extremity should be kept at a lowered temperature, but 
ice bags should be used “‘guardedly” if at all. ‘The limb should be 
placed at rest 4 to 6 inches below the heart level. Débridement of 
the wound and anastomosis of the severed artery by the nonsuture 
technic are done as soon as the patient reaches a hospital where such 
surgical procedures can be carried out. 

Two illustrative cases are reported in civilian practice in both of 
which the brachial artery was severed and successfully repaired by the 
method described. ‘The nonsuture method has also been successfully 
used to restore blood flow in an artery after excision of an arterio- 
venous fistula, and to bridge an arterial defect after excision of a 
peripheral arterial aneurysm. In addition the method, using a single 
vitallium tube, has been employed to establish portal-caval shunts by 
anastomosis between the splenic and left renal veins in cases of portal 
hypertension. 


REFERENCES TO CURRENT ARTICLES 
Arterial Embolism. A Simplified Technique for the Removal of a Saddle Em- 


bolus at the Bifurcation of the Aorta with the Report of a Successful Case. 
Robert R. Linton, Boston, Mass. Surg., Gynec. & Obst. 80:509-16, May 1945. 
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(The technic of this operation has been simplified by the use of the tourni- 
quet type of clamp for control of the arteries during embolectomy. <A saddle 
embolus at the bifurcation of the aorta may be removed readily through an 
arteriotomy of the right common iliac artery, with 2 clamps on this blood 
vessel and | on the left common iliac artery, without the necessity of freeing 
the aorta. A transperitoneal or extraperitoneal approach through a right 
median incision is recommended for exposure of the bifurcation of the aorta 
and the common iliac arteries. An illustrative case is described.) 


A Nonsuture Method of Blood Vessel Anastomosis: Review of Experimental 
Study—Report of Clinical Cases. Arthur H. Blakemore and Jere W. Lord, 
Jr., New York, N. Y. Ann. Surg. 121:435-53, April 1945. (A nonsuture method 
of blood vessel anastomosis, using vitallium tubes, is presented. Seven cases 
are reported to illustrate its use in acute traumatic vascular injuries, trau- 
matic arteriovenous fistulae, peripheral arterial aneurysms, and the establish- 
ment of portal-caval shunts for the relief of portal hypertension. The results 
seem to warrant further trial.) 


42. Veins 


PRESENT TRENDS IN THE TREATMENT OF 
VARICOSE VEINS 
KENNETH WaApDE THOMPSON 


Tufts College Medical School, Boston, Mass. 
Connecticut M. J. 9:262-69, April 1945 


In a brief review of the present status of varicose veins the author 
notes that there is a “hiatus’’ in our knowledge of the cause of varicose 
veins in women, who are chiefly affected. 

The 3 types of treatment available for varicose veins are: opera- 
tive excision or division of the veins; injection of a sclerosing solution; 
and compression of the legs and veins with elastic bandages, stockings 
or other materials. For the latter method, the use of elastic stockings 
gives best results. Elastic compression is often useful in estimating 
the effects of proposed surgical procedures. If the patient can wear 
a well-fitted elastic bandage or stocking on the leg without causing 
discomfort or swelling of the foot, this shows that the deep venous 
return is adequate. 

Varicose veins may be caused by various congenital, occupational, 
hormonal or traumatic factors, or may be produced by the inflamma- 
tory disorder known as the phlebitic syndrome. In general, injection 
of sclerosing solutions does not give good results in cases of varicose 
veins caused by the phlebitic syndrome. 

The procedure that is most certain to result in obliteration of the 
varicose veins is surgical excision of all the large veins and the ligation 
of all their principal connections with the deep system. However, as 
such operations are attended by an appreciable mortality due to pul- 
monary embolism, many surgeons have adopted the procedure of high 
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ligation and retrograde injection with a definitely lower mortality rate, 
but a relatively high incidence of recurrences. Sherman: (California & 
West. Med. 57:192-96, Sept. 1942) has presented an anatomical study 
of the superficial veins of the thigh, with which any surgeon who 
undertakes vein ligation should be familiar. 

At present, the author employs injection of a sclerosing solution 
alone for the obliteration of small subcuticular spidery “bursts” or 
other small superficial varices treated for cosmetic purposes. The 
simplified procedure of high ligation and division of the saphenous 
vein with retrograde injection is employed in cases in which there is no 
evidence of incompetent communicating veins below the sapheno- 
femoral junction. In all cases with incompetent communicating veins 
below this junction, more extensive procedures are carried out accord- 
ing to the principles of Sherman. 

To prevent the complication of pulmonary embolism, it is im- 
portant that the saphenous vein ligation should be done exactly at the 
sapheno-femoral junction. After simple ligation, the patient is “acti- 
vated”’ almost immediately.. After a more extensive operation, the 
patient is encouraged to move around in bed and to be out of bed 
most of the time, although this may interfere with the optimum treat- 
ment of the wounds. 


[Sherman’s more recent paper, which should be consulted by all varicose 
vein surgeons, appeared in Ann. Surg. 120:772-84, Nov. 1944.—Eb. | 


TREATMENT OF VARICOSE VEINS BY STRIPPING, 
EXCISION AND EVULSION 
G. B. Hopcre, K. 8. Grimson and H. M. ScHIEBEI 


Durham, N. C. 
Ann. Surg. 121:737-50, May 1945 


Vein stripping was employed in 195 patients. One hundred and 
two of them were carefully followed 10 to 27 months after treatment 
and their cases analyzed. “The development of the practice of exten- 
sive excision of varicose veins is reviewed. In patients with large in- 
competent saphenous veins associated with multiple varicosities, the 
Trendelenburg and Perthes tests were employed to determine incom- 
petency of the superficial circulation and patency of the deep circu- 
lation. Edema, stasis dermatitis, and ulcers if present were treated 
before operation by supportive therapy and rest. Ulcers that failed 
to heal were compressed preoperatively in the hospital. The course 
of the veins was marked off with alcoholic solution of gentian violet 
immediately before operation. A general or spinal anesthetic was 
used. Ultraviolet operating room bactericidal radiation technic is 
usually employed. 

The internal saphenous vein is exposed through a small oblique 
incision just below Poupart’s ligament, and dissected up to the sapheno- 
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femoral junction. All high tributaries of the saphenous vein are 
divided and ligated or evulsed. Following ligation and division a 
few millimeters distal to the sapheno-femoral junction, the distal end 
of the saphenous vein is threaded through a small-size Mayo vein 
stripper. ‘The vein is then stripped subcutaneously to the knee and 
brought out through a short incision | or 2 cm. in length. ‘The vein 
is extracted and rethreaded and stripped downward. If the saphenous 
vein breaks, the medial marginal vein is located at the ankle and 
stripped upward. ‘The entire internal saphenous vein can often be 
removed through 4 or 5 small incisions. 

Tortuous and friable varicosities are treated by evulsion, or by 
dissection and evulsion. Bleeding is controlled by pressure applied 
successively to each operative field. Bilateral varicosities are usually 
removed simultaneously by two surgical teams. A partial Schede in- 
cision is frequently carried out above areas of stasis dermatitis or ulcer. 
Open ulcers are occasionally grafted immediately after the vein opera- 
tion. Blood clots are carefully expressed, the wounds sutured and 
dressed, and the extremities snugly wrapped with elastic bandages. 
Active exercise is encouraged in bed after recovery from the anes- 
thetic. ‘The patients are usually urged to be up and out of bed within 
24 hours. Elastic dressings are continued several weeks after opera- 
tion. 

The procedure was applied simultaneously to both legs in 147 
patients, to one leg only in 43, and to one leg with high saphenous 
ligation of the other in 5 patients. ‘There was no operative and no 
late mortality from the procedure or from complications of varicose 
veins. Clinically recognizable pulmonary embolism did not occur. 
A few patients developed surgical complications including cardiac de- 
compensation and oliguria, large inguinal incisional hematoma, and 
subcutaneous localized abscesses. Frequently, the transverse Schede 
incision, when employed, opened and healed by secondary intention. 
Occasionally patients developed small hematomas in the subcutaneous 
defects produced by the stripping, which were absorbed spontaneously. 

In all groups demonstrable varicosities were eliminated by the 
operation except for occasional overlooked varicose tributaries. Small 
new varicosities appeared later in 51 of the 102 patients, a few re- 
quiring treatment by limited surgical excision or by injection. Lowe 
leg, ankle, and foot edema was present in 77 patients. Late examina- 
tion revealed no edema in 49, improvement in 21, no change in 6, and 
increased edema in | patient. Lower leg or ankle ulcers present in 
47 patients responded to preoperative treatment in 28 and were open 
and skin grafted at the time of operation in 19 patients. ‘Thirty-four 
remained healed since operation and 13 recurred, although reduced 
in size. Seventy-one patients stated that they were greatly improved, 
24 that they were moderately improved, and 7 that they were unim- 
proved. 

Recently the use of the vein stripping procedure was extended to 
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patients with less advanced pathologic change. The period of hos- 
pitalization in this group was 3 or 4 days and the period of limited 
activity 7 to 10 days. The results were uniformly satisfactory. The 
treatment has, in the opinion of the authors, been more effective than 
ligation and injection therapy used earlier in patients with similarly 
advanced pathologic change, and has been performed with a low rate 
of infection. 9 figures. 25 references. 


ARTERIAL SPASM SECONDARY TO LIGATION AND RET- 
ROGRADE INJECTION OF THE SAPHENOUS VEIN 


Isipore S. Tunick, Ropert L. Nacu and IsAac WEINKLE 


Hospital for Joint Diseases, New York, N. Y. 
Surgery 17:413-18, March 1945 


In two patients in whom division and ligation of the right saphe- 
nous vein had been done, followed by retrograde injection of a scleros- 
ing solution, for the treatment of varicose veins, signs of arterial spasm 
developed shortly after operation. In both these patients the arterial 
circulation in the extremity had been normal before operation, as 
shown by palpation of both the dorsalis pedis and the posterior tibial 
pulses. One of these patients developed intermittent claudication 
after walking a short distance; there was no palpable pulsation in the 
dorsalis pedis, posterior tibial and popliteal arteries of the leg operated 
on; these pulses were normal in the other leg. The other patient 
complained of coldness of both feet; the dorsalis pedis pulse on both 
sides was faint and weak. 

Reflex arterial spasm secondary to severe thrombophlebitis has 
been recognized as a clinical entity. ‘The findings in the 2 cases re- 
ported indicate that a similar arterial spasm may follow the changes 
in the venous wall induced by injection of a sclerosing agent. A study 
of the oscillometric readings in the leg on which operation was done 
has been made in 50 patients before and after saphenous vein ligation 
and retrograde injection of sclerosing solution for varicose veins. All 
of these patients were in good general health; in all, patency of the 
deep veins had been demonstrated by the usual clinical tests; and 
arterial circulation was adequate as shown by the presence of palpable 
dorsalis pedis and posterior tibial pulsation and the appearance and 
surface temperature of the part. 

In 10 patients pre- and postoperative oscillometric readings were 
made simultaneously on the forearm and the leg operated on and in 
another 10 patients on both legs. In all patients oscillometric readings 
were made at the completion of the operation on the vein or within 
15 minutes after injection of the sclerosing solution; and again | hour 
after operation. In 10 patients who were hospitalized, readings were 
made over a 24-hour period. 
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The postoperative oscillometric readings in the upper extremity 
showed no change as compared with the preoperative readings in the 
10 cases studied. Also readings in the opposite leg showed no change. 
In 5 patients there was no postoperative fall in the oscillometric read- 
ings, in | instance a rise of | to 2 points. In 10 patients in whom a 
reading was made after division of the vein, but before injection of 
the sclerosing solution, there was no change at that time. There were 
definite postoperative falls in the oscillometric readings in 45 patients; 
the mean fall was 54 per cent, as compared with the preoperative read- 
ing in each case, varying from 20 to 75 per cent. The arterial spasm 
developed from 5 to 30 minutes after injection of the sclerosing solu- 
tion, reached its peak from 30 to 60 minutes after injection, and 
usually subsided in 4 to 6 hours. Of the 10 patients observed for 24 
hours, only 2 showed a persistence of arterial spasm at the end of that 
period. 

From these studies the authors conclude that the widely used pro- 
cedure of saphenous vein ligation and retrograde injection of a scleros- 
ing solution is usually followed by some degree of arterial spasm in 
the homologous extremity. This might result in a further increase 
of arterial circulatory insufficiency in instances where the arterial cir- 
culation is in any way impaired. ‘These findings emphasize the neces- 
sity for an accurate determination of the degree of arterial sufficiency 
to the extremity when division and retrograde injection of the saphe- 
nous vein are considered to be indicated for the treatment of varicose 
veins. 


REFERENCES TO CURRENT ARTICLES 

Classification and Treatment of Swollen Legs. Margaret Stanley-Brown, New 
York, N. Y. S. Clin. North America, New York No, 334-37, April, 1945. (The 
author discusses three types of swollen leg which are of great concern to the 
patient and frequently also to the doctor, namely, simple varicose veins, 
lymphedema with ulceration, and a soft painless swelling about the ankles. 
For varicose veins the treatment recommended is high ligation and injection, 
with best results obtained when the injection is done at a later period. In 
lymphedema good results have been reported from the use of iontophoresis as 
well as from a modified Kondolen operation. In the soft painless swelling 
about the ankles, good results may be obtained by elastoplast bandages and 
intramuscular injections of thiamine hydrochloride. A high protein diet is 
also recommended.) 


Complicating Factors in the Surgical Management of Varicose Veins with Spe- 
cial Reference to Interruption of Sympathetic Nerve Impulses as an Adjunct 
in Treatment. H. G. Smithy, Charleston, $. C. Surgery 17:590-605, April 
1945. (Radical surgical treatment of varicose veins by high ligation-division, 
catheterization and massive segmental sclerosis is recommended as the method 
of choice in obtaining a large percentage of satisfactory results. Complicating 
factors and the interruption of the sympathetic nerve impulses as an adjunct 
in the management of certain complications are discussed. Among the com- 
plications amenable to this form of therapy are mentioned thrombophlebitis, 
lymphangitis and cellulitis, varicose ulcer, severe postoperative vasospasms and 
edema. A case of unusually severe reaction to sodium morrhuate is described.) 
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The Problem of Thrombophlebitis. D. Rees Jensen, New York, N. Y. Ann. 

Surg. 121:314-27, March 1945. (Three cases are presented illustrating the 
vagaries of thrombophlebitis. A simple classification is suggested and treat- 
ment by prompt ligation is advocated with uniformly good results in 104 cases 
treated. Phlebography is indicated to determine the patency of the venous 
system in long-standing thrombophlebitis. ‘The etiology and pathology of 
the disease are discussed.) 

Phlebothrombosis of the Femoral and Iliac Veins. Frederic W. Bancroft, New 
York, N. Y. S. Clin. North America, New York No., 325-33, April 1945. (In 
the past 3 years the author has operated upon 13 patients with phlebothrom- 
bosis of the femoral and iliac veins. Of these, 9 had developed from 1 to 8 
puimonary emboli, while 4 had no evidence of embolic tormation. The 
latter were also operated upon in an attempt to prevent embolism. The 
value of Homans’ sign in diagnosis is stressed. The two surgical procedures 
that may be used in this condition are proximal ligation and thrombectomy. 
Only the latter is discussed in this paper. In 3 cases simultaneous thrombec- 
tomy of both the iliac and long saphenous veins on each side with ligation 
was done. One patient had endocarditis with thrombus of the femoral vein, 
2 were preoperative and 10 were postoperative, 2 following pregnancy, | 
after cesarean section, | after cholecystectomy, | after prostatectomy, 1 after 
leg amputation, 2 after hysterectomy, | after a bumper fracture of the tibia, 
and | after recurrent attacks 6 years after thrombophlebitis preceded by 
herniorrhaphy. ‘There were 2 deaths. Three cases are described in detail. 
Results in those who survived were satisfactory in all but one. Thrombec- 
tomy followed by an anticoagulant may serve as a life-saving procedure.) 


43. Orthopedic Surgery 


SURGICAL APPROACHES FOR SURGERY OF ‘THE 
EXTREMITIES 


WILLIAM DARRACH 
New York, N. Y. 
\m. J. Surg. 67:237-62, Feb. 1945 


The criteria for a good surgical approach are: (1) It should pro- 
vide comfortable access to the structures sought for; (2) it should do 
as little damage as possible; (3) it should pass between, rather than 
through the muscles; (4) it should pass these muscles on the side op- 
posite their blood and nerve supply; (5) it should permit actual visual- 
ization of important structures or pass a safe distance from them; (6) 
it should be possible at the close of the operation to restore the dis- 
turbed tissues to their normal position and have them regain their 
normal function as quickly as possible. 

The shoulder joint or upper humeral region may be approached 
from in front, from above or from behind. ‘The important anatomi- 
cal barrier is the deltoid muscle and its nerve supply, the axillary or 
circumflex nerve. Any splitting of the deltoid fibers must be limited 
to the upper 4 cm., as any injury to the nerve fibers will result in 
permanent atrophy of the portion of the muscle anterior to the in- 
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cision. The anterior, posterior and transacromial approaches are de- 
scribed in detail, with schematic illustrations. For exposure of the 
subdeltoid bursa and tendons inserting the tuberosities, the anterior 
approach may be used employing a vertical incision 5 cm. in length 
running downward from a point just anterior to the anterolateral 
margin of the acromion. When freer exposure is necessary the ap- 
proach may be made between the anterior margin of the deltoid and 
the adjacent pectoralis major. The skin incision starts 2 cm. to the 
inner side of the tip of the coracoid, passes outward to the clavicle and 
then curves downward opposite the acromioclavicular joint for about 
7 cm. 

The upper humerus and shoulder can be exposed from behind 
along the posterior margin of the deltoid. ‘The main structure to be 
avoided is the axillary or circumflex nerve. ‘The incision follows the 
deltoid margin and the smaller cutaneous branches of the axillary 
nerve will act as a guide to the main nerve trunk. ‘This route affords 
a safe exposure of the upper humerus and inferior part of the joint. 
The transacromial approach or modification of the so-called ‘‘saber- 
cut” approach gives a free exposure of the upper aspect of the shoulder 
joint with the attachment of the intrinsic muscles to the tuberosities, 
without endangering any important nerves or blood vessels. “The 
skin incision crosses the acromion in the sagittal plane a short distance 
mesial to its outer border, passing downward 2 cm. behind and 3 cm. 
in front of the bone. 

The safest route to the humerus passes along the posterior margin 
of the deltoid and either just in front of the lateral intermuscular sep- 
tum or through the outer fibers of the brachialis muscle. 

The elbow region may be explored safely from any direction ex- 
cept the anteromesial where the brachial vessels and the median nerve 
lie. ‘Transverse incisions heal with narrow scars and can be used 
when a limited exposure is necessary or they can be combined with 
vertical extensions. ‘The anterolateral, lateral, posterior and mesial 
approaches are described, with illustrations. Also approaches to the 
ulna, upper and lower end of the radius, and shaft of the femur are 
described. It is emphasized that in penetrating wounds of the calf 
and injury to the vessels and nerves of the leg, a direct posterior ap- 
proach is difficult and very bloody. ‘The posterior tibial and peroneal 
vessels, together with the tibial nerve, lie beneath the fascia which 
separates the deep muscles from the soleus. By detaching the medial 
and upper attachments of the latter muscle, with the knee flexed and 
the foot in plantar flexion, the soleus and gastrocnemius can be re- 
tracted outward, giving free access to this region. 52 figures. 


REFERENCES TO CURRENT ARTICLES 


A Walking Iron with a Foot Plate. B. Koven and M. T. Koven, Brooklyn, 
N. Y. Am. J. Surg. 68:270, May 1945. 


Spastic Calcaneocavus Foot Deformity. Adolph A. Schmier (Major, M. C., 
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A. U. S.). Am. J. Surg. 68:116-19, April 1945. (Description of a case of in- 
trinsic muscle imbalance of the foot due to spastic paralysis. The patient 
presented a calcaneocavus deformity as well as marked flexion contracture at 
the metatarsophalangeal joints. Because of the latter, he was unable to bear 
his weight fully on the plantar aspect of the foot. This was corrected by 
tenotomy and capsulotomy, and recurrence of the deformity was prevented by 
neurotomy of the motor branches of the median and lateral plantar nerves.) 


Progress in Orthopedic Surgery for 1943: A Review Prepared by an Editorial 
Board of the American Academy of Orthopaedic Surgeons. xix. Research. 
A. Steindler and Staff, lowa City, Iowa. Arch. Surg. 50:97-102, Feb. 1945. 


Corrective Cast for Treatment of Low Back Pain. Emil D. W. Hauser, Chicago, 
lll. J. A. M. A. 128:92-93, May 12, 1945. (Low back pain is frequently due 
to an imbalance between demands made on the back and the capacity of the 
back to fulfill such requirements. The normal dorsal and lumbar curves are 
increased, the lumbosacral angle becoming more acute and increasing the 
shearing force. Strain is put on the lumbosacral and sacroiliac joints. A 
cast can be applied to correct the position, decrease the strain and increase 
the capacity of the back. A statistical study of 2,626 cases in which a correc- 
tive cast was applied showed excellent results in 35.6 per cent, good results in 
58 per cent, fair results in 3.4 per cent and poor results in 3 per cent. Sche- 
matic drawings illustrate the mode of action of the cast.) 


Progress in Orthopedic Surgery for 1943: A Review Prepared by an Editorial 
Board of the American Academy of Orthopaedic Surgeons. xviii. Amputa- 
tions, Apparatus and Technic. J. Warren White, Greenville, $. C. Arch. 
Surg. 50:89-97, Feb. 1945. (General review. 93 references.) 


44. Fractures 


REFERENCES TO CURRENT ARTICLES 
Radioulnar Synosteosis of ‘Traumatic Origin: Report of a Case. Harold G. 
Lee, Boston, Mass. New England J. Med. 232:498-99, May 3, 1945. (Reports 
a case in which radioulnar cross-union followed comminuted fractures of 
the bones of the forearm, with extensive damage of soft tissues. Surgical 
removal of the bony bridge resulted in good function of the wrist and hand.) 


A Simplified Humeral Splint. Arnold A. Spiegler, Brooklyn, N. Y. Am. J. 
Surg. 68:268-69, May 1945. (A new type of splint for fixation of the shoulder 
and shaft of the humerus is described, which is simple in construction, efh- 
cient and inexpensive. The device was used in 69 cases of various types.) 


Treatment of Fractures of the Tibial Condyles. Robert A. Knight, Memphis, 
Tenn. South. M.J. 38:246-54, April 1945. (In 134 cases of fracture of the 
tibial condyles, 81 were treated by conservative methods and 53 by operation. 
Operation was done when there was definite depression or displacement of the 
condyle of considerable degree. In operative cases the various depressed and 
displaced portions of articulate surface were elevated by means of a thin- 
bladed osteotome to restore the entire condyle to as “nearly perfect” condition 
as possible. An autogenous graft was used to fill the defect; in almost all 
cases internal pin fixation was employed with the graft. Instead of tibial 
grafts, the condyle of the corresponding femur has been used as the source of 
the cancellous graft in some cases. 8 figures.) 
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45. Dislocations 


REFERENCE TO CURRENT ARTICLE 

Wire Fixation in Acromioclavicular Dislocation. F. A. Bloom (Lt. Comdr., 
M.C., U.S.N.R.). J. Bone & Joint Surg. 27:273-76, April 1945. (The author 
describes a simple means of maintaining reduction in acromioclavicular dis- 
location while the wires are being introduced, as tested on 20 patients. A 
specially designed instrument replacing the towel-clamp for maintaining reduc- 
tion is described. No form of external immobilization was applied. In 
about 25 per cent of cases the wires loosened before the 2-month period had 
elapsed and were simply pushed back. Twelve men have been returned to 
full duty and 5 more are ready but delayed by complicating factors.) 


46. Bones 


PENICILLIN AND SULFONAMIDES IN THE TREATMENT 
OF OSTEOMYELITIS AND PYOGENIC ARTHRITIS 
J. ALBert Key 


Washington Univ. School of Medicine, St. Louis, Mo 
Bull. New York Acad. Med. 21:87-98, Feb. 1945 


In acute osteomyelitis, the bone infection is the most important 
lesion, but there may be involvement of the adjacent soft tissues, and 
bacteria may be present in the blood giving rise to metastatic lesions. 
Unless proved otherwise, it may be assumed that the causative agent 
is either a staphylococcus or a streptococcus. 

Since the sulfonamides became available, the author has used sul- 
fathiazole in the treatment of acute osteomyelitis, and more recently 
has employed penicillin. ‘Treatment with either sulfathiazole or pen- 
icillin should be begun as promptly as possible. In a child with fever, 
localized tenderness, pain and loss of function in one extremity, acute 
hematogenous osteomyelitis or pyogenic arthritis should be suspected, 
and a full dose of sulfathiazole given immediately. The patient 
should be hospitalized and sulfathiazole continued until symptoms 
subside or until penicillin can be given, or until the condition is found 
to be an infection not amenable to treatment with either drug. As a 
rule, patients with acute osteomyelitis do not come to the hospital 
until the bone lesion is well advanced, and there is high fever, toxemia, 
dehydration and exhaustion. In such cases a sedative is given, and 
the nature and location of the disease determined by gentle examina- 
tion. Fluids are given by mouth and 5 per cent glucose in physio- 
logical salt solution intravenously. If penicillin is immediately avail- 
able, a full dose of 5,000 to 20,000 units should be given intravenously 
as soon after admission as possible, and 2,000 to 15,000 units given 
intramuscularly every 3 hours thereafter until there is definite im- 
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provement, after which the dosage may be reduced. In some clinics, 
penicillin is given by continuous intravenous drip to very ill patients 
(60,000 to 100,000 units in 24 hours). If penicillin is not immediately 
available, sulfathiazole is given, either as sodium sulfathiazole intra- 
venously if the patient is very ill (5 to 30 grains), or sulfathiazole by 
mouth. Administration of this drug is continued in full doses every 
3 hours until there is definite improvement or toxic symptoms develop 
or penicillin becomes available. Sulfathiazole is the most effective of 
the sulfonamides in osteomyelitis, but if the patient cannot tolerate it, 
sulfadiazine or sulfamerazine may be used. ‘The fluid intake and the 
dosage of sulfathiazole should be so balanced that a level of 4 to 6 mg. 
per cent is maintained in the blood, but the fluid intake should not 
be restricted in order to raise the blood concentration of the drug. 

The affected extremity should be immobilized in a large, hat, wet 
dressing covered with waterproof material or by traction or splint. 
If the patient is anemic, blood transfusions should be given. Previ- 
ously, the author has considered surgical drainage of the focus in the 
bone necessary in all cases of acute osteomyelitis, as soon as the pa- 
tient’s general condition was improved. If treatment with sulfathia- 
zole or penicillin is instituted sufficiently early, it may sterilize the 
local focus in the bone and limit necrosis so that sequestra will not 
form, rendering operation unnecessary. If treatment is started rela- 
tively late, it is probable that neither drug enters the abscess in suffhi- 
cient concentration to kill all the bacteria. In such cases, operation 
for drainage is indicated. In infants under 2 years of age, it is 
sufficient to drain the abscess in the soft tissue through a small in- 
cision without entering the bone. In older children or adults, the 
bone is exposed by the shortest and safest route, the periosteum split, 
and 2 or more small drill holes made through the cortex; a small 
window may be removed from the cortex. The wound is sprinkled 
with sulfathiazole powder, or instillation with penicillin is instituted, 
and the extremity is immobilized. This operation is “a relatively 
mild” procedure for drainage only, and is not performed as an emer- 
gency operation, but only when the general condition of the patient 
is satisfactory. 

In chronic osteomyelitis, operation is necessary as a rule if the 
disease is to be cured. Acute exacerbations of chronic osteomyelitis 
are treated by rest in bed, forcing fluids, hot, wet packs and immobili- 


. zation of the extremity and penicillin or sulfathiazole. A radical sur- 


gical procedure is done only when the disease is relatively quiescent. 
It should be preceded by administration of penicillin (10,000 units 
every 3 hours intramuscularly) or sulfathiazole (15 grains by mouth 
every 4 to 6 hours) for a day or two. At operation, all sequestra 
should be removed and as much as possible of the dead and infected 
bone; cavities in the bone should be saucerized, and the dead space 
eliminated; infected walls of sinuses are also excised. ‘The wound is 
sprinkled with sulfathiazole or penicillin-sulfathiazole powder and 
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sutured; or the wound is sutured around a small catheter and peni- 
cillin instilled daily for a week or so. The extremity is immobilized 
for 2 to 4 weeks; administration of penicillin or sulfathiazole is con- 
tinued for | or 2: weeks or until the wound is healing. Operation for 
removal of dead bone should be done as promptly as possible after 
the subsidence of the acute infection, before sequestration or forma- 
tion of a massive involucrum. If necessary a series of operations may 
be done to cure a chronic osteomyelitis. 

The Orr method is used in cases where the wound cannot be closed 
satisfactorily or the infection is too virulent for successful primary 
closure. Sulfathiazole is applied locally before packing with vaseline 
gauze and immobilization in plaster; or penicillin may be instilled 
through a catheter led out through the cast. The drug is also given 
systemically before and after operation. 


THE RESULTS OF EPIPHYSEODESIS AND FEMORAL SHORT- 
ENING IN RELATION TO EQUALIZATION OF 
LIMB LENGTH 


L. Ramsay Straus, T. CAMPBELL THOMPSON and Puitie D. WILSON 
New York, N. Y. 
J. Bone & Joint Surg. 27:254-66, April 1945 


The purpose of this study was to evaluate the results of epiphy- 
seodesis and bone shortening in a series of cases treated at the Hospital 
for Special Surgery. ‘The technic of epiphyseodiaphysial arrest used 
in this series is that described by Phemister in 1933, with the excep- 
tion that in most cases an attempt was made to curette more of the 
epiphyseal cartilage. In addition, the remaining portion of the epi- 
physeal plate was thoroughly cauterized with electrocautery. Weight- 
bearing without mechanical aids was generally allowed at the end of 
3 weeks. Immobilization in plaster-of-paris was employed in only 3 
of the 4 more recent cases. 

The method of determining age and extent of proposed epiphyseal 
fusion and the method of measurement are described. From 1935 to 
1942, 103 epiphyseodesis operations were performed on 89 patients 
at the Hospital for Special Surgery. ‘The age at time of operation 
ranged from 6 to 15 years; the follow-up period extended from | to 8 
years, averaging 3.2 years. Satisfactory clinical results (final dis- 
crepancy of 2 cm. or less) were obtained in 50 per cent of cases. Except 
in isolated cases it is a mistake to perform this operation in a female 
after the age of 1] years and in a male after 1214 years. Bone de- 
formities resulted from unequal arrest of epiphyseal growth following 
operation in 20.7 per cent of cases. 

Since January 1938, 19 shortening operations were performed. 
Eighteen of these were shortening of the femur; there was | shorten- 
ing of tibia and fibula. In 9 cases the cause of the discrepancy was 
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poliomyelitis; in 4 cases osteomyelitis; single cases were caused by 
fibrous dysplasia of bone, congenital shortening, slipped femoral cap- 
ital epiphysis, tuberculosis of the hip, osteochondritis juvenilis, and 
congenital dislocation of the hip. Nine were males; 10 females. “I'wo 
of the males had had previous epiphyseodeses, one at 13 years and 6 
months, the other at 14 years. One female had had an epiphyseodesis 
at 13 years, without benefit. The technic of the femoral operation 
was a long oblique osteotomy, done in every case through Henry’s 
anterior incision, with overlapping of the bone ends. 

Shortening of the femur by a simple, satisfactory technic was per- 
formed in 19 cases, with ages ranging from 1314 to 42 years. The 
average correction obtained in this group was 4.7 centimeters (174 
inches). ‘There were no instances of delayed union, malunion, or 
non-union. Complications occurred in 3 cases. ‘Two patients had 
postoperative infections, | transient and the other requiring secondary 
surgery. Both cleared up with final good results. The third was a 
localized calcifying hematoma, causing limitation of knee flexion. A 
good result was obtained, following excision of the calcified mass. 

The problem of equalization of limb lengths is a complicated one. 
No one procedure will provide the solution for all cases. Epi- 
physeodesis, while apparently a simple and mild surgical undertaking, 
is irreversible and presents certain dangers which must be weighed in 
the balance. The possibility of severe growth deformity is the most 
important of these, and illustrates the need for meticulous and thor- 
ough technic during surgery itself. Following operation, the healing 
epiphysis should be protected for a longer period than the authors 
used. The development of accurate methods for exact prediction of 
bone age is needed. Operation after the age of 11 in girls and 121% 
in boys will avail but little in the average case. There were certain 
cases in this series, however, where splendid results were obtained 
later, usually in that group in which the development of secondary 
sex characteristics was delayed. 

The operation is of particular value in young patients where the 
discrepancy is increasing rapidly, and a considerable difference in the 
length of the 2 extremities would be normally expected. In such 
cases, epiphyseodesis alone may suffice, or a femoral- ‘shortening opera- 
tion may be done later. The use of epiphyseodesis is restricted to 
those still growing. Femoral shortening is an exact procedure with 
a definitely predictable result. It is the only operation useful when 

owth has been completed. It presents a relatively simple surgical 
problem with a smaller percentage of complications than those result- 
ing from epiphyseodesis. Its primary limitation is the maximum cor- 
rection obtainable, about 3 inches. The disadvantage of both 
epiphyseodesis and femoral shortening is the reduction of total height 
of the individual. which in persons of short stature is not desirable. 
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THE DEVELOPMENT OF SARCOMA IN BONE SUBJEC TED 
TO ROENTGEN OR RADIUM IRRADIATION 


C. Howarp HATCHER 


Chicago, Ill. 
J. Bone & Joint Surg. 27:179-95, April 1945 


The purpose of this paper is to present 3 cases in which irradiation 
appears to have been responsible for the development of bone sarcoma. 
In each of these patients the tumor arose in normal bone which had 
been in the field of irradiation directed toward an independent lesion. 
Experimental sarcoma of bone produced by x-ray or radium is re- 
viewed. ‘Twenty-four cases reported in the literature of bone sarcoma 
following x-ray or radium irradiation of bone are reviewed. All ex- 
cept 6 of these occurred in association with chronic joint infection. 
Three cases are added which are regarded as bone sarcoma which re- 
sulted from irradiation of bone for earlier independent tumors. Two 
were chondrosarcoma, and one fibrosarcoma with tumor cartilage. 

In all cases except one, the amount of irradiation was large and 
was administered in fractional doses over a long period. ‘The roent- 
genotherapy in all of them was administered in repeated doses, spaced 
over | to 5 years. ‘The interval between irradiation and recognition 
of irradiation-produced sarcoma is long. In the cases in the litera- 
ture, the shortest interval was 3 years and the longest 11 years. In 
the 3 cases added here, sarcoma was recognized 4, 11, and 11 years, 
respectively, after the final exposure to irradiation. ‘The median for 
all reported cases is 6 years. Chondrosarcoma occurs more frequently 
among irradiation- -produc ed sarcomata than in other bone tumors. 19 
figures. 26 references. ’ 


TREATMENT OF BENIGN GIANT-CELL TUMORS BY RE- 
SECTION OR EXCISION AND BONE GRAFTING 


Henry W. MEYERDING 


Mayo Clinic, Rachenee, Minn. 
J. Bone & Joint Surg. 27:196-207, April 1945 


A study of a series of 40 cases of benign giant-cell tumor of bone 
treated by excision of the tumor and bone grafting, is presented. ‘The 
history, as well as the clinical, roentgenographic, and microscopic find- 
ings, and the follow-up data are reviewed in all 40 cases, and the diag- 
nosis of benign giant-cell tumor was confirmed. Massive resection 
and excision by curettage and cauterization appear to be safe methods 
of eradicating the tumor. The resultant cavities were filled with 
autogenous bone, which stimulates rapid formation of bone, lessens 
the danger of collapse from fracture, and tends to prevent deformity 
and disability. Excision of the tumor and bone grafting is a safe 
procedure in properly selected cases, and tends to prevent deformity 


and disability. 
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Interesting cures have resulted from the use of roentgenotherapy 
alone. A combination of surgical treatment and roentgenotherapy 
may be employed, but this treatment is associated with a certain 
amount of danger, and surgical treatment only, whenever it is possible, 
is preferable. Preoperative irradiation may produce damage of tissue 
and atrophy. One must keep an open mind as to the relative value 
of the methods of treatment and employ that which, in his experience, 
has proved to be the best in the individual case. 

In 92 per cent of the 40 cases, the patients were between 10 and 
50 years of age; the average age was 28.7 years. A history of a single 
injury was elicited in 21 cases (52 per cent), and multiple injuries 
had occurred in 2 cases (5 per cent). In 4 cases (10 per cent), it was 
definitely stated that injury had not occurred; and in 13 (32 per cent) 
trauma was not claimed. In 32 cases (80 per cent), symptoms had 
been present for less than 3 years; in 23 cases (58 per cent), for less 
than | year; and in 8 cases (20 per cent), for 3 years or more. The 
average duration of symptoms before operation was 23.5 months. 
‘Treatment prior to consultation and operation at the Clinic consisted 
of immobilization, diathermy, elimination of foci of infection with 
arthritis vaccines in 5 cases (12 per cent), aspiration in 6 cases (15 
per cent), in 2 of which irradiation also had been employed, irradia- 
tion alone in 4 cases (10 per cent), excision and irradiation in | case 
(2.5 per cent), and excision and bone grafting in 2 cases (5 per cent). 
In 2 (5 per cent) of the cases, a diagnosis of sarcoma had been made 
and amputation had been advised. 

In 26 years (1913 to 1938 inclusive), excision and bone grafting 
were performed in 18 cases, and from 1939 to 1943 inclusive, these 
procedures were followed up in 22 cases. Routine roentgenographic 
examination of the lungs did not disclose any evidence of metastasis 
in this series of cases. Of 26 patients who had not undergone a pre- 
vious operation, 24 obtained good functional results, and 2 required 
second operations. One of these patients required an amputation; 
the other was operated on elsewhere, and the result evidently was satis- 
factory. ‘The 4 patients who had received only irradiation therapy 
of unknown degree before coming to the Clinic, and the 3 patients 
who had undergone an operation before they came to the Clinic, all 
obtained good functional results. Of 3 patients who previously had 
undergone some form of operation, and, in addition, had received 
irradiation therapy, also of unknown degree, all obtained good func- 
tional results. 

Therefore, of the 40 patients in this series, 38 (95 per cent) re- 
sponded well to treatment, and 2 (5 per cent) did not. Three of the 
40 patients died. One of the three died suddenly of cerebral hemor- 
rhage, one year after operation. One died of chronic inflammation 
of the intestine and anemia more than a year after operation, without 
evidence of metastasis of the tumor. ‘The third patient died suddenly, 
nearly 7 years later, 4 days after the onset of pneumonia. Again, the 
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family physician reported no evidence of metastasis. Eight cases are 
reported in detail. 14 references. 8 figures. 


REFERENCES TO CURRENT ARTICLES 
Transplantation of Epiphysial Cartilage. H. Leslie Wenger, New York, N. Y. 
Arch. Surg. 50:148-51, March 1945. (Epiphyseal cartilage from a fibula, con- 
taining a portion of diaphysis, was successfully transplanted to the first 
metatarsal bone. The toe length, greatly shortened prior to operation, was 
immediately corrected by the transplant. Observations made over a period of 
3 years show that the transplant has taken, and is functioning physiologically. 
Che metatarsal bone of the foot operated on is exactly of the same size as 
the bone in the opposite foot. The proximal portion of the epiphysis appears 
to have fused with the cuneiform bone without impairing the growth of bone, 
which takes place more distally. The eventual fate of the transplant cannot 


be foretold, but gratifying results to date indicate that this procedure is 
valuable.) 


Cancellous Chip Grafts tor the err of Bone Detects. A. Rainsford 
Mowlem. Proc. Roy. Soc. Med. 38:171-75, Feb. 1945. (Reports the use of 
cancellous chip grafts, derived from the iliac crest in the repair of bone de- 
fects. Only cancellous tissue is employed, which is cut into fragments about 
| cm. by 0.5 to 0.2 cm. These cancellous chips have been employed in over 
80 cases for the restoration of contour of facial or cranial bones, and for res- 
toration of continuity of bones of the extremities. Cancellous bone, when used 
as a graft, rapidly undergoes the changes necessary to ad: pt to its new location 
[a new cortex is clearly demonstrable by the x-ray in 8 to 10 weeks]. It is 
also highly resistant to infection.) 


Plasticity of Bone: Hunterian Lecture. James F. Brailsford. Brit. J. Surg. 
32:345-56, Jan. 1945. (A discussion of normal and irregular ossification and 
of plasticity of bone due to various factors. The latter may involve general- 
ized changes in the bone, and changes in special areas of the skeleton. The 
characteristic changes in various skeletal elements exhibiting abnormal plas 
ticity are described. Also, various conditions associated with changes in bone 
elasticity are considered, including various bone diseases, trauma and osteo- 
chondritis. A tabular presentation of the onset of radiographic changes in 
Legg-Perthes’ disease and illustrative radiographs are included.) 


An Evaluation of the Estimated Percentage of Growth from the Distal Epiph- 

yseal Line. Irwin E. Hendryson, Philadelphia, Pa. J. Bone & Joint Surg. 
27:208-10, April 1945. (The author concludes from measurements made on 
54 adult human femora, selected from dried laboratory specimens, that Digby's 
method of determining percentage of growth from a given epiphyseal line in a 
long bone is unreliable and without foundation. The figures derived by the 
use of this method are inaccurate.) 


Further Studies on the Diagnosis of Bone Tumors by Aspiration Biopsy. Ruth 
Evelyn Snyder and Bradley L. Coley (Col., M.C., A.U.S.), New York, N. Y. 
Surg., Gynec. & Obst. 80:517-22, May 1945. (The results of 567 aspiration 
biopsies on 474 individuals are summarized in a table. The method has given 
no rise to complications or acceleration of metastatic invasion. In primary 
bone tumors and metastatic carcinoma of bone, 385 cases were aspirated; of 
these, 67.5 per cent were definitely and specifically diagnostic; a total of 82 per 
cent yielded material sufficient for diagnosis of tumor, but without exact type 
diagnosis in 14.5 per cent. In only one case was malignant tumor mistaken 
for benign tumor by this method. At Memorial Hospital aspiration biopsy 
has proved itself to be a valuable and reliable diagnostic procedure.) 
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Cellophane in Bone and Joint Surgery. Garth H. Harley (Capt., M.C., A.U.S.) 
and Louis W. Breck (Major, M.C., A.U.S.). Am. J. Surg. 68:229-31, May 1945. 
(Three cases are reported in which cellophane was used as an interposition 
membrane with excellent results in each case. In the first case there was an 
adherent extensor tendon of the index finger which was dissected free and 
prevented from re-adhering by means of the cellophane. In the second case, 
an adherent triceps muscle at the elbow was kept free postoperatively with a 
piece of cellophane. In the third case cellophane was placed between the 
radius and ulna to prevent a recurrence after removing a radio-ulnar synos- 
tosis.) 


47. Joints 


REFERENCES TO CURRENT ARTICLES 

Non-Splinting Treatment of Elbow Joint Injuries: A Report of Its Use in ‘Twenty 
Cases. Thomas A. Boutrous, Alexander Blain, ILI, and W. A. Chipman, 
Detroit, Mich. Am. J. Surg. 68:212-18, May 1945. (Excellent results were 
obtained in 20 cases by this non-splinting method. The latter is the method 
of choice in fractures and epiphyseal injuries about the elbow joint without 
displacement of fragments. In fractures requiring reduction, splinting was 
necessary for a brief period [usually less than one week]. The authors caution 
against the indiscriminate use of the non-splinting method in complicated 
cases requiring reduction.) 


Joint Aspiration: A Simple Method. David Goldberg (Capt., M.C., A.U.S.). 
Am. J. Surg. 68:89-90, April 1945. (A simple method of joint aspiration 1s 
described. A rubber bandage is applied to the knee joint [or other joint] in 
extension, in the form of a figure-of-eight. A small area about the size of a 
silver dollar is left uncovered through which the needle is inserted. The elastic 
pressure compresses the fluid toward the exposed area so that the fluid produces 
a localized bulging of the capsule. Local anesthesia is not required. The 
author has aspirated more than 200 knee joints and occasional ankle and 
elbow joints by this method with no complications.) 


The Internal Epicondylar Epiphysis and Elbow Injuries. Adolph A. Schmier 
(Major, M.C., A.U.S.), Tuscaloosa, Ala. Surg., Gynec. & Obst. 80:416-21, 
\pril 1945. (Complete reduction can be obtained by the author’s closed 
method in cases of dislocation in which the epicondyle becomes displaced 
within the joint, if this treatment is applied early. All of the author’s cases 
in which successful results were obtained were treated within 24 hours after 
injury. All obtained well-functioning painless elbows. Four cases are de- 
scribed in detail.) 


Regeneration of the Patella: A Case Report. W. P. Corriero and Charles 
Aquavella, Brooklyn, N. Y. J. Bone & Joint Surg. 27:326-27, April 1945. 
(Roentgenograms taken of the knee about 8 months after removal of the 
patella revealed extensive regeneration of the patella and bony deposits in the 
patellar ligament.) 


A Case of Rupture of a Congenital Discoid Cartilage. J. R. Belcher (Flight 
Lt., R.A.F.V.R.) Brit. J. Surg. 32:435-37, Jan. 1945. (Case of rupture of a 
congenital discoid cartilage in a youth of 19 years, in which radiographs fol- 
lowing injection of air rendered pre-operative diagnosis possible. ‘The technic 
described by Cullen and Chance was used. The patient was discharged 12 days 
after operation with removal of the cartilage through an anterolateral in- 
t ision.) 
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48. Tendons 


tALCIFICATION OF THE TENDON CUFF OF THE 
SHOULDER 


M. Becketr HowortH 
New York Orthopaedic Dispensary and Hospital, New York, N. Y. 
Surg., Gynec. & Obst. 80:337-45, April 1945 


It has been found by several investigators that the so-called sub- 
deltoid bursitis or periarthritis is in reality a lesion of the tendon cuff 
of the shoulder; it may be calcification, a tear, or “tendonitis.” Caleci- 
fication is, however, the most common lesion. 

In 100 cases of calcareous degeneration of the tendon cuff of the 
shoulder studied by the author, the symptoms were pain, limitation of 
motion, and disability: the duration of symptoms varied from 2 days 
to 20 years, but the duration was less than | month in only 24 of the 
100 cases. ‘The pain was felt primarily in the anterior shoulder re 
gion, often radiating down the anterior region of the deltoid; and in 
the more severe cases extending into the forearm and upper shoulder 
girdle region. ‘The arm was usually held at the side in internal rota- 
tion; abduction and external rotation were painful. Active or re- 
sisted motion was more painful than passive motion. Roentgeno- 
grams showed amorphous calcification between the humeral head, 
greater tuberosity and acromion; there was considerable variation in 
the number, size, density and location of these areas of calcification. 
The various calcifications were best demonstrated when the roentgeno- 
grams were made tangential to the acromiohumeral interval in 45° 
internal and 45° and 90° external rotation, as well as in the neutral 
position. In early acute cases, the calcareous material is suspended in 
liquid and appears cloud-like and fairly homogenous in the roentgeno- 
gram; in the chronic cases the calcification is granular and infiltrating 
and appears as fragmented and irregular in outline and in density. 

In the early cases relief from symptoms may be obtained by rest, 
the application of heat or diathermy, or in some cases by the applica- 
tion of cold, or the ethyl chloride spray, or by radiotherapy. In some 
cases aspiration, irrigation or puncture of the calcified area gives relief; 
the needle must enter the cavity and the contents must be liquid 
enough to flow through the needle. In the chronic cases operation 
is necessary for removal of the calcifications. The incision is made 
anteriorly below the acromion, and the fibers of the deltoid muscle 
split near the border. ‘The bursa is opened and inspected and the 
lesions located. Incision into each calcified area is made in line with 
the fibers of the tendon, as this releases any liquid present. “Che more 
solid calcifications are lifted out with a curette or dug out with a 
scalpel. Any loose or degenerated strands of tendon are removed, and 
the defect sutured to bring the edges closer together. ‘The bursal and 
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deltoid muscle incisions are “loosely approximated.” If necessary for 
protection at night, a sling and swathe are used. Exercises are an im- 
portant part of nonoperative treatment and are also used postopera- 
tively, beginning the day after operation. They are progressively in- 
creased, according to the amount of pain and spasm. The pendulum 
exercises are the simplest and should be used first. 

Operation has been done on 23 shoulders (22 patients) in the au- 
thor’s series; 18 have been followed up for 3 months to 6 years, an 
average of 19 months. ‘There was relief of pain and improvement in 
motion in all cases. In the 18 cases followed up, the results were ex- 
cellent in 5, good (with slight or occasional symptoms only) in 10 and 
fair in 3 cases. ‘The contents of the cavity were liquid in 4 of the 5 
cases in which results were excellent. Most of these patients had been 
treated previously by physical or radiation therapy or by puncture or 
irrigation, without relief. Operative removal of the calcareous de- 
posit is evidently the surest and. quickest method of relief in cases of 
this type. 


REFERENCE TO CURRENT ARTICLE 


Delayed Rupture of the Extensor Pollicis Longus ‘Tendon Following Colles’ 
Fracture. Donald E. Coburn, St. Johnsbury, Vt. Am. J. Surg. 68:234-39, May 
1945. (This condition occurs about once in 250 cases of Colles’ fracture, usually 
in women from 25 to 40 years of age. Rupture is caused by trauma to the 
tendon and interference with its blood supply at the time of fracture. The 
use of an unpadded plaster cast together with early active motion, as advised 
in Bohler’s technic, may probably be a contributing etiological factor. In 
the case reported, good functional and anatomical results were obtained by 
operative repair, using a tendon transplant from the extensor carpi radialis 
longus.) 


49. Amputations 


THE PHANTOM LIMB SYNDROME: A DISCUSSION OF THE 
ROLE OF MAJOR PERIPHERAL NERVE NEUROMAS 


KENNETH E. LIVINGSTON 


Boston, Mass. 
J. Neurosurg. 2:251-55, May 1945 


In the majority of patients suffering severe persisting pain referred 
to a phantom limb, the first attempt to obtain relief is by resection of 
major nerve neuromas. Various mechanical insults to a neuroma may 
cause pain and in these cases removal of the neuroma and protection of 
the area from mechanical trauma will relieve the symptoms. Such 
pain can be traced to traumatic factors and is readily differentiated 
from true phantom limb pain. In the latter, resection of the neuroma 
does not usually afford relief. ‘The author has made a study of neu- 
romas in 42 patients with definite and characteristic phantom limb 





632 QUARTERLY REVIEW OF SURGERY 





symptoms but without severe pain. In this series of cases 50 major 
extremity amputations were studied. 

It is emphasized that the phantom limb is not a simple total repro- 
duction of the amputated extremity, but has a definite “patterning,” as 
regards sensory patterns of the major peripheral nerves, which does 
not conform to their regular geography. Phantom limbs had been 
established in the majority of these patients immediately or very soon 
after operation, at a time when the neuroma would not have been a 
determining factor. Several types of treatment of the major nerves 
were utilized in this series, singly or in combination, but there was no 
evidence that these various methods resulted in any discernible varia- 
tion in the time of onset or the pattern of the symptoms. The various 
methods employed for treatment of the central end of the divided 
nerve in an effort to prevent neuroma formation are discussed. ‘There 
has been no substantial evidence that the incidence of the phantom 
limb impression or of phantom limb pain has been significantly modi- 
fied by such treatment. In 14 of these patients with 20 amputated 
limbs, a total of 30 major neuromas were accessible, and could be 
identified. 

In no case did stimulation of the neuroma excite or simulate typi- 
cal phantom sensations. In 2 patients electrical stimulation produced 
a sensation conforming to peripheral nerve distribution and, to a less 
striking degree, to appropriate motor activity in the phantom hand. 
These findings suggest a central rather than a peripheral denominator 
for phantom limb symptoms. Occurrence and persistence of severe 
pain in a small proportion of patients with phantom limb symptoms 
suggest an irritative disturbance superimposed on the underlying 
phantom limb mechanism. Evidently major peripheral nerve neu- 
roma is very rarely the “key” factor in this irritative process. 12 
references. 


PHANTOM LIMB PAIN: ITS RELATION TO THE TREAT- 
MENT OF LARGE NERVES AT TIME OF AMPUTATION 


Louts G. HERRMANN and Epwarp W. Gipss 


University of Cincinnati General Hospital, Cincinnati, Ohio 
Am. J. Surg. 67:168-80, Feb. 1945 


The average incidence of phantom limb pain in a series of 120 
patients who survived amputation of an extremity and who were fol- 
lowed for an adequate period of time was only 5.8 per cent. This is 
very low as compared with the incidence of phantom limb sensations 
or pain reported in other series (15 to 98 per cent). In the present 
series the authors dealt with phantom limb pain only. Severe trauma 
and extensive arterial occlusion due to primary or secondary arterial 
thrombosis give the greatest incidence of this symptom (20 to 25 per 
cent). 
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The authors began the 7-year study with the primary object of pre- 
venting the irritation of afferent pathways in the mixed nerves of the 
extremity at the time of amputation and during the immediate post- 
operative period, by preventing abnormal scar tissue formation of 
neuromas at the site of division of the large nerve trunks. Placing a 
tight ligature about the uninjured large nerve trunk at a point about 
| inch above the level of amputation constitutes a simple and physio- 
logic method of preventing the regeneration of axones from the cut 
end of the nerve. In the present series, the large nerves were simply 
ligated with nonabsorbable material at the level mentioned. During 
the 7 years of this study, 238 major amputations were done at the Cin- 
cinnati General Hospital. ‘There were 150 male and 80 female pa- 
tients. ‘The operative mortality for the whole group was 26.5 per 
cent. In the group of patients suffering from spreading cellulitis and 
infectious gangrene the mortality rate was 66.7 per cent, and in the 
group with extensive arterial thrombosis superimposed upon oblitera- 
tive arterial disease the mortality rate was 64.3 per cent. Detailed 
analyses of these data, with reference to the disease, age, sex and end 
results obtained, are tabulated. Of the 120 patients followed up long 
enough to permit evaluation of their symptoms, 113 stated that they 
aad never experienced phantom limb after operation. Only 7 pa- 
tients complained of this symptom (5.8 per cent). All but 1 of these 
7 patients were in the sixth or seventh decades of life. All were males 
and 5 of the 7 patients had gangrene due to arterial insufficiency, 
while 2 had extensive arterial thrombosis in the extremity. In all 7 
patients, the pain was severe enough to be disabling, but in none was 
the pain intolerable. 9 references. 3 tables. 4 figures. 


REFERENCES TO CURRENT ARTICLES 


Low Temperature Therapy tor Preservation of Limbs. Isidor Kross, New York, 
N.Y. J. A. M. A. 128:19-20, May 5, 1945. A case is reported in detail in a 
woman of 57 years of age for whom a mid-thigh amputation for necrotic 
suppurative cellulitis was recommended as a life-saving procedure. Consulta- 
tion indicated that cutting through these highly infected tissues might result 
in local stump gangrene or general sepsis. Amputation was therefore con- 
traindicated. Previous chemotherapy had not been successful, and for this 
reason refrigeration was tried. The right lower extremity was exposed to 
refrigeration for 89 days, with splendid results. “The author believes that in 
this case refrigeration therapy was applied for the longest period on record, 
with successful preservation of a limb that under ordinary circumstances would 
have been amputated. This shows the necessity of continuing the treatment 
until the infection is fully and completely overcome.) 


Rehabilitation of the Amputee for Gainful Livelihood. Henry H. Kessler, New 
York, N. Y. S. Clin. North America, New York No., 382-402, April 1945. 
(The indications for the various types of amputations and their value are 
discussed. Following amputation, the stump must be prepared to receive the 
> and the patient must be taught how to use his prosthesis. The 
vest methods of accomplishing these ends are suggested. Even before final 
wound healing the patient is encouraged to get out of bed, and is placed in 
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exercise classes, at first simple setting-up exercises and later special exercises 
for the stump. Swimming classes are organized and if an arm is lost tennis 
and badminton are encouraged. As soon as possible (4 to 6 weeks after ampu- 
tation) a temporary prosthesis is applied. The patient is then conditioned 
to use this prosthesis for work demands and for such social activities as danc- 
ing. During his stay in the hospital, the patient’s interest is encouraged in 
correspondence courses in types of work for which he may be fitted. For voca- 
tional guidance, psychological analysis, observation and special tests are of aid. 
In placing the amputee, the assistance of all groups in the national program 
for final adjustment of the individual to civilian life must be sought, in addi- 
tion to the representatives of the United States Employment Service and of 
the Veterans Administration.) 


50. Traumatic Surgery 


FROSTBITE: CLASSIFICATION AND TREATMENT 
G. M. BROWNRIGG 


St. John’s, Newfoundland 
Am. J. Surg. 67:370-81, Feb. 1945 


All lesions resulting from exposure to cold are essentially similar. 
A clinical classification of ‘‘frostbite,’”” dependent on the degree of 
severity, is proposed. 

The use of heat in treatment of these conditions is harmful; use 
of refrigeration may be of value but requires further study. Sympa- 
thectomy is contraindicated in early treatment and has not demon- 
strated its value in late treatment. When dry gangrene is present, the 
line of demarcation is deceptive. Amputation should be avoided and 
spontaneous separation awaited. In cases of frostbite with wet gan- 
grene, which are extremely toxic and in which fever does not respond 
to treatment, the larger tissue masses of the leg have been damaged 
beyond recovery and saprophytic infection contributes to the toxicity. 
Although these cases may be difficult to recognize when first seen a 
high fever is significant. Amputation should be performed as soon 
as the patient’s condition permits. If the gangrene is of the wet type 
prosthesis should not be taken into account at this stage, but guillo- 
tine amputation is not necessary and the cutting of flaps is permis- 
sible if feasible. In the cases treated with flaps and closure the 
patients did uniformly well. In cases of frostbite in which dry gan- 
grene extends into the denser tissues of the leg, amputation should be 
performed leisurely and prosthesis may be the guiding factor as to site 
of amputation. 34 references. 2 tables. 


REFERENCES TO CURRENT ARTICLES 


Syndrome of Trauma to the Psoas Muscle. Elliott Michelson (Major, M.C., 
A.U.S.). Arch. Surg. 50:77-81, Feb. 1945. (A patient with an infected hema- 
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toma of the psoas muscle presented the typical picture associated with trauma 
to the psoas muscle. This syndrome is described in detail, with a discussion of 
diagnosis and treatment. For large hematomas in the absence of a blood 
dyscrasia, incision and drainage should be practiced. The incision depends 
upon the site of the mass in the psoas muscle. In the iliac fossa, the best 
approach is through the longitudinal incision of Ludloff. In masses above 
Poupart’s ligament, the Gibson extraperitoneal incision for exploration of 
the lower ureteral region yields good results. In masses in the upper portion 
of the psoas muscle, the approach may be made through the usual lumbar 
renal exploratory incision or a modification of Faxon’s posterior subphrenic 
incision. Early operation results in recovery and no permanent disability.) 


Protein Metabolism During Convalescence After Trauma: Recent Studies. John 
Eager Howard, Baltimore, Md. Arch. Surg. 50:166-70, March 1945. (A review 
of recent literature on protein metabolism after trauma. Traumas of wide 
variety increase protein metabolism. In severe reactions there may be great 
waste of nitrogen and severe loss of body protein. The vigor of protein 
metabolism depends upon the intensity of the stimulus and the capacity of 
the organism to respond to the stimulus. The stimulus may be related to 
the absorption of devitalized tissues. The capacity to respond appears, to 
some degree at least, to be related to the previous state of protein nutrition. 
The fundamental pattern of protein metabolism in healthy persons subjected 
to injury is shown in a chart of a patient recovering from fracture of the tibia. 
Operative cases were also studied, showing the same qualitative pattern but a 
shorter phase of nitrogen loss and smaller losses of nitrogen which were 
rapidly restored. Nitrogen deficit is due to increased excretion of nitrogen in 
the urine which is mostly in the form of urea. Neither fever per se nor the 
sulfonamide drugs account for the reaction. Atrophy of disuse accounts for 
only a small part of the nitrogen loss. All patients do not react alike to what 
is apparently the same stimulus. The capacity to respond to injury with in- 
creased breakdown of protein is an asset to the organism. The results of 
intravenous administration of proteins are discussed.) 


51. Burns 


SELECTION OF THE TIME FOR GRAFTING OF SKIN TO 
EXTENSIVE DEFECTS RESULTING FROM DEEP 
THERMAL BURNS 


H. J. McCorkie and Henry SILVANI 


Univ. of California Medical S:hool, San Francisco, Calif. 
Ann. Surg. 121:285-90, March 1945 


Large areas that have been deeply burned should be covered with 
epithelium as early as possible. Skin grafting should not be done, 
however, until shock, alterations in body proteins, fluid and electro- 
lyte balance, renal function, edema, toxemia, etc., have been controlled. 
Mild localized infection does not interfere with successful skin grafting, 
but spreading or disseminated infection must be controlled before 
grafting is attempted. Epithelization of areas of second degree burns 
should also be completed before skin grafting of deeply burned areas 
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is done. Some time between the 14th and 21st days after the burn, 
has been found to be the most suitable time for early skin grafting of 
deeply burned areas. 

The necrotic tissues resulting from the burn are removed surgi- 
cally in a fully equipped operating room, with the patient under a 
general anesthetic. The burned area and the surrounding skin are 
cleansed with a detergent solution and draped with sterile linens; the 
donor areas are prepared in the same way. All necrotic tissue 1s 
excised, carefully preserving as much viable tissue as possible; this 
dissection is done slowly. Bleeding can usually be controlled by pres- 
sure with warm saline sponges, but occasionally a few actively bleed- 
ing vessels must be ligatured. The skin grafts are applied at the 
same operation if the patient’s condition permits; otherwise skin graft- 
ing may be delayed for a few days. 

Skin grafts of intermediate thickness are employed, prepared by 
either the Padgett or the Blair method. As a rule they are sutured 
to the denuded area with cotton sutures. If enough grafts cannot be 
obtained from suitable donor areas to cover the entire burned area, 
the grafts are cut into small squares—‘‘postage stamps,’’ and placed as 
close together as possible over the entire defect; these grafts are not 
sutured. ‘The grafted area and the donor area are covered with a 
single layer of gauze of fine mesh impregnated with a grease base con- 
taining a mild antiseptic ointment and then with voluminous compres- 
sion dressings. For burns near joints a light plaster covering may be 
used over the compression dressings. ‘These dressings are preferably 
not changed for 2 weeks; if dressings must be changed, this is done in 
the operating room. 

During | year in which this method of treatment has been em- 
ployed in deep burns, the burns varied in extent from 2 to 32 per cent 
of the body surface. ‘The period of hospitalization for these patients 
varied from 5 to 12 weeks, averaging 614 weeks. ‘The results indicate 
that this method of early skin grafting hastens recovery and reduces 
morbidity. If additional plastic procedures are necessary, such pro- 
cedures are facilitated by early skin grafting. 


TRENCH FOOT AND IMMERSION FOOT 


James C. Wuire (Capt., M.C., U.S.N.R.) and WILLIAM B. ScoviLut 
(Capt., M.C., A.U.S.) 


New England J. Med. 232:415-22, April 12, 1945 


Both trench foot and immersion foot are due to exposure of the 
legs and feet to wetness and cold just above freezing, while the legs 
are dependent and immobile, together with general chilling of the 
body. ‘Trench foot and immersion foot differ from frostbite in that 
the tissues are not actually frozen. With immersion foot resulting 
from exposure at sea, infection and gangrene are less frequent than 
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with trench foot, and hence amputation is less frequently required. 

When men with trench foot or immersion foot are first seen, the feet 
are swollen and blistered and cadaveric in color. The patients should 
be kept in bed and the body warmed by covering with blankets and 
hot-water bottles, and by giving hot drinks, soup, coffee or tea. Some 
patients after prolonged exposure may require treatment for shock— 
transfusion of plasma which not only restores fluid volume but com- 
bats hypoproteinemia. ‘The feet and legs, however, must be kept 
cool, by exposure to cool room temperature with an electric fan or a 
blower. Cooling should be continued for a week or more until the 
hyperemia of the deeper tissues has subsided, and circulation through 
the subcutaneous vascular bed has been restored. The cutaneous 
temperature should be kept at 70° to 75° F. In the more severe cases, 
cooling with room air is not effective and ice bags must be used. If 
gangrene has already developed in the foot when the patient comes 
to the hospital, periodic débridement and meticulous care of the feet 
are necessary; Conservative amputation of the toes and the distal part 
of the foot may be done when necessary. Early amputation of the leg, 
however, is to be avoided except in cases of fulminating lymphangitis, 
threatened septicemia or gas gangrene. 

In severe cases of trench foot or immersion foot there may be a 
prolonged period of pain and disability. Physiotherapy and ortho- 
pedic exercises are of value, but do not always give complete relief. 
In some of these cases sympathectomy has given good results, although 
there was no associated vasospasm. ‘The authors propose that uni- 
lateral sympathectomy should be tried in a series of cases of severe 
bilateral trench foot with atrophy, rigidity and fibrosis, and a biopsy 
study made of tissue from the dorsolateral aspect of each foot at the 
time of the unilateral operation, and again 3 months afterwards to de- 
termine the effect of sympathectomy on the tissues, especially on the 
absorption. of fibrous tissue and collagen. 


REFERENCES LTO CURRENT ARTICLES 


Boric Acid Ointment: A Study of Possible Intoxication in the Treatment of 
Burns. Carl C. Pfeiffer [Lt., MC-V(S), U.S.N.R.], Lois F. Hallman [Ensign, 
W-V (S) (H), U.S.N.R.] and Isidore Gersh [Lt., H-V (S), U.S.N.R.]. J. A. M. A. 
128:266-74, May 26, 1945. (The authors demonstrate that boric acid is ab- 
sorbed in toxic quantities from ointments applied to burns or wounds involv- 
ing loss or damage to large areas of skin. When a 5 per cent boric acid solu- 
tion is used to irrigate cavities, most of the boric acid is absorbed by the 
tissues. A single large dose of the acid is not toxic but repeated doses result 
in accumulation in the brain, liver and body fat. The weak antiseptic value 
of boric acid suggests that for medicinal use other more active and less poten- 
tially harmful therapeutic agents should be used.) 


Thermal Burns in Diabetes Mellitus. Howard F. Root, Boston, Mass. New 
England J. Med. 232:279, Mar. 8, 1945. (Recently, emphasis has been placed 
on the marked hyperglycemia found in nondiabetic patients suffering severe 

thermal burns involving from 2 to 75 per cent of the body surface. Death 
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occurred in 14 of the 35 cases reported by Taylor and his associates. One 
factor contributing to this hyperglycemia in these nondiabetic patients is in- 
creased glycogenolysis in the liver. Another source may be glucogenesis from 
protein. Also the skin plays a part. In diabetic patients the normal glycogen 
stores of the skin are reduced but the glucose is increased. This is true also 
in severe infections in diabetic patients. If large areas of the skin are injured, 
liberation of glucose from the skin may contribute a material increase in 
blood sugar. In the cases described by Taylor and his co-workers, the ad- 
ministration of 25 gm. of glucose intramuscularly was followed by evidence 
of its utilization within 2 hours. In nondiabetic patients endogenous insulin 
is available, but in diabetic patients the lack of normal insulin reserve may 
result in quite different changes in the blood and tissue chemistry. Two 
illustrative cases show the effects of burns from hot water and from the sun’s 
rays in diabetics.) 


Studies on the Toxemia Syndrome after Burns: II. Central Nervous System 
Changes as a Cause of Death. J. Walker, Jr., and Henry Shenkin, Philadel- 
phia, Pa. Ann. Surg. 121:301-13, March 1945. (Cases of 6 patients with 
severe burns and clinical evidence of central nervous system damage are pre- 
sented, Five of these died suddenly of respiratory failure when the renal and 
hepatic damage associated with burn toxemia was decreasing in severity. 
Gross examination of the brains revealed evidence of increased intracranial 
pressure with herniation of the cerebellar tonsils through the foramen magnum 
compressing the medulla. Severe interstitial edema and ganglion cell changes 
were most marked in the hypothalamus. It is suggested that central nervous 
system changes are an important factor in the explanation of sudden deaths 
in the toxemic phase of burns.) 


The Functional Pathology of Experimental Frostbite and the Prevention of Sub- 
sequent Gangrene. Kurt Lange and Linn J. Boyd, New York, N. Y. Surg., 
Gynec. & Obst. 80:346-50, April 1945. (Description of the tissue alterations 
following exposure to severe cold and the sequence of functional changes fol- 
lowing exposure to mild cold, as elicited by the fluorescein test. Heparin ad- 
ministered during the period of circulatory restoration prevented gangrene 
in 16 rabbits. ‘Tissue loss was thus averted but sensory and motor nerve 
paralvsis could not be prevented by heparin. Clinically, 14 cases of frostbite 
indicated that the fluorescein test permits exact prediction of subsequent super- 
ficial tissue loss, provided certain precautions are taken. Great surgical con- 
servatism is urged since lesions heal readily and the rules for amputation in 
occlusive vascular disease are not applicable in frostbite. Following injection 
of fluorescein, the dye content of the blisters affords a good idea of the vas- 
cular damage in the deeper structures.) 


Trench Foot. Frank K. Boland, Jr. (Major, M.C., A.U.S.), ‘Thomas S. Clai- 
borne (Major, M.C., A.U.S.) and Francis P. Parker (Lt. Col., M.C., A.U.S.). 
Surgery 17:564-71, April 1945. A study is reported of 125 cases of trench foot. 
The condition seems to be primarily caused by ischemia due to capillary con- 
striction from prolonged exposure to cold. This reaction is intensified by 
wet, stasis and pressure. The resulting capillary damage is manifested upon 
resumption of active circulation by edema with increased heat. In some 
cases, there develops a chronic inflammation with diffuse terminal fibrosis, 
and in more severe cases dry gangrene. Simple conservative treatment with 
encouragement to walk at the earliest possible time gives best results. Ampu- 
tation of gangrenous parts is not necessary in any case. The soldier should 
be educated in foot care and should be provided with loose, dry footgear in 
an attempt to prevent trench foot.) 


The Nutrition of Patients with Thermal Burns. Stanley M. Levenson, Charles 
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S. Davidson, Charles C. Lund and F. H. L. Taylor, Boston, Mass. Surg., 
Gynec. & Obst. 80:449-69, May 1945. (In 32 patients with burns, the nutri- 
tional disturbances observed, and in particular the increased demand for 
protein, were found to be directly related to the extent of the third degree 
burn. High caloric diets, with abundant vitamins and up to 400 gm. of 
protein daily, were required to maintain adequate nutrition. If this amount 
of food could not be taken or tolerated, gavage and intravenous supplements 
were given. Patients poorly nourished at the time of injury often develop 
gastro-intestinal disturbances when placed on this diet. In the presence of 
malnutrition, skin grafting and healing are delayed, with frequent fatal re- 
sults. The incidence of late jaundice in burned patients is discussed.) 

Chemotherapy in Frostbite: Case Report. William Y. Lee, Philadelphia, Pa. 
Am. J. Surg. 68:113-15, April 1945. (Allantoin-sulfanilamide ointment in a 
case of frostbite of the hand completely cleansed the hand of sloughed and 
devitalized tissue and stimulated new granulation tissues and epithelium. 
Infection was controlled. The results obtained indicate that allantoin-sul- 
fanilamide ointment in a specially prepared non-greasy, water-miscible base 
is worthy of trial in the treatment of severe frostbite.) 

The Influence of Local Treatment of Burns on Liver Function. H. Saltonstall, 
J. Walker, Jr., J. E. Rhoads and W. E. Lee, Philadelphia, Pa. Ann. Surg. 
121:291-300, March 1945. (Tannic acid impairs liver function following 
burns. Liver function is also impaired by other tanning methods although 
to a lesser extent, and also in patients treated with petrolatum gauze and pres- 
sure dressings, but in these the disturbance is mild. The increase in liver 
damage due to the use of tannic acid is probably not of great significance in 
the mortality among burn patients. It seems probable that hepatic damage 
is not the primary cause of death in burn toxemia.) 


52. Shock 


THE MECHANISM AND MANAGEMENT OF SURGICAL 
SHOCK 


DaALLAs B. PHEMISTER 
Chicago, Ill. 
J. A. M. A. 127:1109-12, April 28, 1945 


Clinical evidence is accumulating to show that the important cause 
of shock produced by operation or by injury is the local loss of fluid 
from the circulation. _ The loss of whole blood is of the greatest im- 
portance; it may be lost to the outside, into body cavities or into tis- 
sues. Plasma may also be lost to the outside and into tissues in burns; 
and both blood and plasma may be lost in crush injuries. The most 
successful treatment of shock is by transfusion; if blood has been lost, 
whole blood should be given; if only plasma has been lost, plasma 
should be given; if both have been lost, both should be given. In 
cases of emergency, if only plasma is available it should be given until 
blood is obtained, if whole blood is indicated. 

In experiments on dogs traumatization of a hind leg produced 
shock and death in normal dogs but not in dogs under spinal anes- 
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thesia which lowered the blood pressure, or in dogs whose right iliac 
and profunda arteries were first ligated. Both these procedures re- 


duced the blood supply to the limb and therefore reduced the loss of 
Huid from the traumatized area 


While prolonged lowering of blood pressure has been produced in 
experimental animals by a neurogenic mechanism—stimulation of the 
aortic depressor and carotid sinus nerves—with resulting anoxia, tissue 
damage and shock, it has required several hours to obtain this result. 
If the stimulus is removed before shock is well established recovery is 
prompt. ‘This indicates that primary shock in man does not result 
from the much more temporary reflex lowering of blood pressure 
which is caused by “psychic activity,’ or in some cases by intra-abdom 
inal manipulation. 

When experimentally reflex vasodilatation and lowering of blood 
pressure are associated with severe blood loss, or when clinically hem- 
orrhage is associated with a neurogenic fall in blood pressure from the 
fainting reaction or abdominal manipulation, such neurogenic factors 
may contribute to the production of shock but are of minor impor- 
tance as compared with the blood and plasma loss. 

REFERENCES TO CURRENT ARTICLES 

Studies on Traumatic Shock: V. The Treatment of Clinical Shock with Gelatin 
Everett Idris Evans and Harold S. Rafal, Richmond, Va. Ann. Surg. 121:478 
94, April 1945. (The authors present a clinical evaluation of gelatin for 
shock therapy. The difficulty of pseudo-agglutination has now been obviated 
by adding a drop or two of a 1.0 per cent glycine in physiologic saline to the 
erythrocyte-serum suspension (in the cross-matching procedure). ‘To circum- 
vent viscidity on cold days, the gelatin solutions may be diluted with equal 
parts of physiologic saline solution and the mixture is kept at about 35 de- 
grees C. Gelatin solutions will not supply a greater volume of circulating 
red blood cells, and for this reason gelatin solutions should be reserved for 
emergency use. Lightly and heavily degraded gelatin solutions were used as a 
substitute for plasma in treatment of shock due to trauma or severe burns in 
two series of 28 and 67 patients. The lightly degraded gelatin solutions seem 
to be retained longer in the blood stream and seem to be as effective and safe 
as plasma.) 


Effects of Environmental Temperature on the Traumatic Shock Produced by 
Ischemic Compression of the Extremities. Harold D. Green and Georges A. 
Bergeron, Cleveland, Ohio. Surgery 17:404-12, March 1945. (Experiments 
on dogs subjected to ischemic compression of their hind legs and kept at 
ordinary laboratory temperatures, when compared with dogs similarly treated 
Lut kept in a cool environment, indicated that a cool environment has a 
beneficial effect. This is due partially to diminution of the damage to the 
traumatized tissues during the period of compression, and partially to decrease 
in metabolic demands upon the circulation by lowering of the body tempera- 
ture during the critical first 24 hours after release of compression. Rectal 
temperatures below 34 degrees C. were not well tolerated. Facilitation of 
cutaneous vasoconstriction may also play a part.) 


Intrasternal Infusions in Obstetrical Hemorrhage. M. D. Schnall and R. J. 
Heffernan, Brookline, Mass. Am. J. Surg. 68:44-48, April 1945. (This method 
is life-saving in severe obstetrical hemorrhage when the peripheral veins have 
collapsed. In less urgent cases it may be used routinely when ordinary intra- 
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venous routes cannot for some reason be utilized. ‘The technic, indications 
and necessary precautions are described. Two illustrative cases are presented.) 
The Possible Role of Whole Blood Transfusions in Military Medicine. Elmer 
L. DeGowin, Iowa City, Iowa. J. A. M. A. 127:1037-39, April 21, 1945. 
(Employment of 3 procedures made possible the application of whole blood 
transfusion in military medicine: (1) the accumulation of large stores of pre- 
served blood, (2) the transportation of preserved blood, and (3) the adminis- 
tration of group O blood to recipients belonging to any of the 4 blood groups. 
The additional problems involved in handling preserved blood for military 
purposes are discussed. Preserved blood of group O can now be used in the 


same manner as plasma in the foxholes, on ambulances, aboard ship and in 
airplanes.) 


Influence of Environmental ‘Temperature on Shock. H.C. Bergman and Myron 
Prinzmetal, Los Angeles, Calif. Arch. Surg. 50:201-206, April 1945. The opti- 
mal environmental temperature range for highest survival of mice in burn 
shock was found to be 65° to 71° F. ‘The effects of a hot and cold environment 
on shocked mice are described. ‘There is an increased mortality in a cold 
environment. Environmental temperatures of 37°, 71° and 98° F. had no sig- 
nificant effect on local fluid loss following burns.) 


53. Transfusions 
REFERENCES TO CURRENT ARTICLES 

Che Low Agglutinin Titer of Both Small and Large Pools of Plasma. William 
Thalhimer, New York, N. Y., and Earl S. Taylor (Major, M.C., A.U.S.) 
J. A. M. A. 128:277-79, May 26, 1945. (The anti-A and anti-B agglutinin 
titers were determined in 1,354 pools of human plasma. Only 2 had macro- 
scopic titers of 1:40, 1 of 1:60 and 1 of 1:80. It is perfectly safe to prepare 
small pools of plasma from 6 to 10 donors. The probability of large plasma 
pools having a higher titer is even less than that of small pools. Pools of 
plasma were prepared entirely of type O plasma. Seventy-five 500 cc. dried 
units of these plasma pools were reconstituted and administered intravenously 
to type A and B individuals. There were no reactions. Pooled plasma, with 
blood groups entering by chance, can be administered safely to all individuals 


regardless of blood type with no danger of causing harm because of isoagglu- 
tinin content or symptoms of intravascular agglutination.) 


The Transfusion of Centrifuged Human Type O Cells: Resuspended and Stored 
in 10 Per Cent Corn Syrup. William Thalhimer, New York, N. Y., and Earl 
S. Taylor (Maj., M.C., A.U.S.). J. A. M. A. 127:1096-1101, April 28, 1945. 
(This report is based on 761 transfusions of centrifuged type O cells resus- 
pended and stored in 10 per cent corn syrup up to 60 days and administered 
to 437 patients, many receiving repeated transfusions, some daily and some 
several times a week. These patients suffered from a variety of chronic dis- 
eases. The clinical results and survival of the transfused cells are discussed. 
These centrifuged cells survived as well and as long in the recipient's circula- 
tion as whole blood in a dextrose-citrate mixture stored for the same length 
of time, and longer than cells in isotonic solution of sodium chloride. When 
only cells are needed, the clinical results also indicate that a transfusion of 
centrifuged cells resuspended in 10 per cent corn syrup is as satisfactory a 
transfusion as that of whole blood.) 


Pooled Human Serum. Edward B. Self (Capt., M.C., A.U.S.), William Thal- 
himer and John Scudder, New York, N. Y. Ann. Surg. 121:338-51, March 
1945. (Pooled human serum is an effective blood substitute. Approximately 
297 units of serum were given intravenously to 136 patients. ‘The incidence 
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of reaction is greater than with plasma. In this series the reaction rate was 
27.5 per cent. The choice between serum and plasma becomes largely a ques- 
tion of convenience and_ practicability of preparation and administration. 
Serum is now being prepared at the Presbyterian Hospital Blood Bank to 
meet the need of supportive therapy in patients with low plasma proteins 
and low calcium. Massive replacement with serum rather than with citrated 
plasma theoretically is safer in such states, particularly in infants.) 

Frozen Plasma; a New Blood Substitute. V. I. Kasanski, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 2:207-10, Feb. 1945. (Reports the use of frozen plasma, 
thawed to a temperature of 38° C. in a water bath. It was found that this 
caused no toxic reactions, and could be used with equally good results on the 
same indications as fresh plasma. Frozen plasma, like fresh plasma, is the best 
blood substitute, but plasma in any form is of lower “biologic value’”’ than 
whole blood.) 

Intrasternal Infusions and Transfusions. C. Reich, M. Y. Swirsky and E. Hun- 
ter, New York, N. Y. Surgery 17:560-63, April 1945. (The authors present 
a study of administration of various fluid mediums through the sternal mar- 
row, including 35 punctures. In patients with collapsed veins and needing 
blood in addition to fluids, the latter are first given by sternum until the blood 
volume increases and the veins stand out. The blood transfusion is then 
given through the veins. The authors conclude that intrasternal infusions 
of saline, glucose, and plasma are practical. Intrasternal transfusions of blood 
were unsuccessful, The sternal route is of great value in the treatment of 
shock.) 


54. Wounds 


REPORT ON IMMERSION FOOT CASUALTIES FROM THE 
BATTLE OF ATTU 
ALBERT Lesser (Major, M.C., A.U.S.) 


McCaw General Hospital, Walla Walla, Wash. 
Ann, Surg. 121:257-71, March 1945 


Two groups of patients with immersion foot have been observed 
and treated at the McCaw General Hospital. The first group of 25 
patients showed varying degrees of sepsis and gangrene of the feet ap- 
proximately 3 weeks after having been removed from combat duty on 
Attu. In the second group of 27 patients, admitted at varying in- 
tervals after exposure during the battle of Attu, the symptoms were 
pain in the toes and varying degrees of sweating and cold clamminess of 
the feet, which came on approximately 6 months or more after 
exposure. 

The chief factors in the causation of immersion foot are increased 
susceptibility to lowered temperatures (but above freezing) due to 
a constantly wet skin; vascular stasis of the extremities caused by long 
periods of inactivity in foxholes, ravines, etc.; effects of lack of proper 
food, especially hypoproteinemia and vitamin deficiency; and effect of 
loss of blood in those who are wounded. ‘Tissue injury results from 
sudden flooding or choking of the tissues with fluid at the time when 
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the wet shoes or boots are removed; thrombosis of the smaller blood 
vessels may occur. The extent of tissue necrosis and gangrene de- 
pends upon the extent and severity of this choking of the tissues and 
thrombosis. Contractures, hardening and pain in the soft tissues of 
the feet and toes are attributed to the deposition of large amounts of 
fibrinogen-rich transudate, collagenous and fibrous material. 

In the 25 cases of the first group of patients with the more severe 
tissue injury, there was little or no evidence of gross tissue loss in 10 
feet. Desquamation or separauon of blackish superficial ussue had 
occurred in 10 feet; no further surgical procedure was required. Im- 
mediate débridement of gangrenous or suppurating tissue was re- 
quired for 30 feet. Wounds were left wide open for drainage and 
skin retraction prevented by application of liquid adhesive and stock- 
inet traction. Dressings of azochloramid in triacetin, activated zinc 
peroxide emulsion, or normal saline, were employed according to the 
indications in each case. In all cases the peripheral arterial pulses 
were of excellent quality; only 2 patients showed marked evidence of 
vasomotor disturbance at the time of admission (palpable coldness, 
clamminess, hyperesthesia). 

Subsequent surgical procedures for plastic revision and closure of 
the wounds were necessary in 30 feet (64 operations). Amputations 
were necessary as follows: amputation and revision of the first (great) 
toe, just proximal or distal to the first metatarsophalangeal joint, 6 
feet; minor partial amputations of the second, third, fourth and fifth 
tces in some cases in addition to amputation of the great toe, 8 feet; 
amputation and revision through the distal metatarsal regions, 6 feet; 
amputation and revision through the proximal third of the metatarsal 
regions, 3 feet. A tarsometatarsal disarticulation was done on | foot. 
Skin grafts were used in some instances for covering defects. 

Healing was complete in all these cases, and the patient could 
walk without difficulty at the time of discharge from the hospital. 
For those patients who had lost distal portions of the feet involving 
all or any part of the metatarsals a spring steel longitudinal strip was 
incorporated in the sole of the shoe in addition to fitted arch supports. 
In some cases a transverse leather bar was added to the sole of the shoe 
back of the metatarsal heads in place of the transverse arch support 
usually employed. In the 2 cases that showed evidence of severe vaso- 
motor disturbances, sympathectomy was done before final plastic re- 
vision of the feet; healing and relief from the vasomotor symptoms 
were good in these cases. 

In the second group of 27 patients who did not suffer from any 
tissue loss, but from pain and coldness of the feet, repeated lumbar 
sympathetic novocaine blocks were done in all cases, lumbar sympa- 
thectomy in some instances. ‘There was maximum temperature re- 
sponse in the cases of lumbar sympathectomy; the feet became warm 
and dry, but the pain was not completely relieved, especially when the 
patients became more active. In some of these cases, the gradual 
development of clawtoe deformity has been observed; repeated lum- 
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bar sympathetic block or lumbar sympathectomy had no effect on the 
progress of this deformity. 


REFRIGERATION IN GENERAL SURGERY OF LIMBS 


FREDERICK M. ALLEN 
New York, N. Y. 
Am. f. Surg. 68:170-84, May 1945 


Refrigeration has been most widely used for amputations in poor 
risk patients. The most important of the advantages of this method 
is the prevention of shock and postoperative pain, and the greatly re- 
duced likelihood of sloughing, infection, thrombosis and other compli- 
cations. Refrigeration has also been employed in cases of gangrenous 
limbs, when amputation must be delayed, or when it is desirable to 
delay amputation, as in patients with diabetes, until the patient has 
been prepared for operation. In such cases refrigeration may be used 
with a tourniquet, applying refrigeration before the tourniquet; or 
McElvenny’s method of freezing the affected limb without the use of 
tourniquet. Either method acts as “a temporary amputation.” 

In cases of trauma with open wounds, it is better to employ ice or 
snow that is not sterile than to lose the advantages of refrigeration; 
infection does not develop or advance at refrigeration temperatures. 
In such cases excellent healing has occurred in tissues refrigerated for 
days or weeks, after the surgical procedures indicated have been car- 
ried out. With the use of refrigeration débridement of wounds can 
also be delayed if the patient is in a state of shock, or has complicating 
visceral injuries. English authors have also advocated the use of 
refrigeration in the treatment of crush injuries, and of arterial wounds 
accompanied by arterial spasm. ‘The author considers that there are 
two valid reasons for the use of refrigeration in the treatment of ar- 
terial spasm: first, the sedative action of cold, and second, avoidance 
of additional tissue injury and preservation of the vitality of tissues 
made ischemic by spasm. 

In the treatment of shock, reduction of general body temperature 
is not indicated, but reduction of local temperature of the injured 
part only. ‘The usual local treatment in cases of shock is pressure 
with casts or bandages. Cold may be used as a substitute for pressure; 
or the two may be combined. 

In diabetic gangrene the limb may be saved by chilling the affected 
part, while the patient is kept warm and the limb above the gan- 
grenous area is heated to promote hyperemia. In acute gangrene fol- 
lowing thrombosis, embolism or other closure of the arteries, the ap- 
plication of refrigeration to the affected area with suitable warming 
of the rest of the body, may result in saving the limb or permit ampu- 
tation at a lower level. Recent work has indicated that refrigeration 
may be of great value in the treatment of gas gangrene. 

Hypothermia, rather than too radical refrigeration, has been used 
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successfully as a treatment of frostbite. Refrigeration has also been 
used in the treatment of burns, not only on the extremities but also 
on other parts of the body. The usual cleansing and débridement 
are not done with this method of treatment. The burned extremity 
is plunged into ice water or even cool tap water. On other parts of 
the body ice is applied. ‘This relieves pain and inflammation. Then 
a thin layer of greased gauze is applied; bacteriostatic ointments may 
be used but, in the author’s opinion, have “no proved superiority’ 
over simple petrolatum. Radical refrigeration is applied outside this 
gauze layer, sufficient to reduce the skin temperature to a few degrees 
above freezing. While ice may be used for this purpose, the Therm- 
O-Rite refrigerating blankets or air chambers are preferable. With 
large burned areas, especially those involving the trunk, there is difh- 
culty in maintaining normal body temperature with heat applied to 
unburned areas, and use of a lesser degree of cold may be necessary. 
After the crisis of shock and intoxication has passed, the refrigeration 
is modified, but skin temperatures may have to be maintained between 
60° and 80° F. for a number of weeks. The greased gauze dressings 
may be changed without pain and “‘the original dirt” comes away auto- 
matically. ‘loxemia is prevented; the use of narcotics is not neces- 
sary and the general condition of the patient is good. 

In concluding the article, the author points out the advantages of 
refrigeration for military surgery. Yudin, in Russia, has reported the 
use of refrigeration for amputations in war wounds. Refrigeration is 
also employed by some English surgeons for the treatment of frostbite 
and immersion foot and for various operations in military surgery. 
But so far the method has been little used in the armed forces of the 
United States. 


REFERENCES TO CURRENT ARTICLES 


The Stimulation of Wound Healing by Embryonal ‘Tissue. D. I. Goldberg, 


Tomsk, U.S.S.R. Am. Rev. Soviet Med. 2:295-29, Feb. 1945. (Reports the 
use of embryonal tissues from various animal species in petrolatum ointment 
in various types of soft tissue wounds, including burns and frostbites; a 15 
to 25 per cent ointment was found most effective. It was found that such 
ointments stimulated the growth of epithelium and fibroblasts, diminished 
exudates, and stimulated formation of granulation tissue; epithelization was 
rapid. In osteomyelitis after sequestrotomy, healing of the wound was more 
rapid when the ointment was used, but bone regeneration was not stimulated.) 


Treatment of Suppurating Wounds with Ammonium Bicarbonate. I. F. Bere- 


zin, Ashkabad, Turcoman, U.S.S.R. Am. Rev. Soviet Med. 2:230-32, Feb. 1945. 
(In suppurating wounds ammonium bicarbonate has been employed with the 
use of antiseptic solutions. Ammonium bicarbonate is not bactericidal or 
even bacteriostatic, but it has a favorable action on the inflammatory reaction, 
and activates granulation tissue. It is most effective when used in the first 
stage of inflammation, when a 2 per cent solution is employed; as healing 
progresses, the strength of the solution is diminished gradually to 0.5 per cent. 
When the wound is covered with granulation tissue and is clean, ammonium 
bicarbonate is discontinued. It should not be used on wounds infected with 
pyocyaneus bacillus, as the growth of this organism is favored by an alkaline 
reaction in the wound.) 
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55. Military Surgery 


REFERENCES TO CURRENT ARTICLES 


Medical Care in the Red Army and Navy. I. G. Rufanov and I. B. Rostotski. 
Am. Rev. Soviet Med. 2:362-73, April 1945. (Discusses especially the organi- 
zation and methods of treatment used in the rear evacuation hospitals, which 
are under the control of the People’s Commissariat of Public Health. Physi- 
cal therapy to hasten rehabilitation is much employed in these evacuation 
hospitals. Instruction in sanitation and hygiene is given. Research carried 
on at various institutes organized by the Commissariat of Public Health has 
developed new methods of treatment in war medicine and surgery.) 


The Diagnosis and Surgical Treatment of Peripheral Nerve Injuries. Loyal 
Davis, Northwestern Univ. Medical School, Chicago, Ill. M. Clin. North 
America, Chicago No. 9-29, Jan. 1945. (Discusses the diagnosis of various 
types of peripheral nerve injuries, including methods of electrodiagnosis. In 
the surgical treatment of peripheral nerve injuries, early treatment is impor- 
tant. Methods of primary suture and of nerve grafting are described; fresh 
autogenous grafts are preferable; fresh homogenous grafts are the next best. 
The author has found that unbraided strands of the finest black twisted silk 
provide the best suture material in repairing peripheral nerves.) 

Wartime Injuries in England and Wales. Perey Stocks, London, England. Brit. 
M. J. 1:601-03, April 28, 1945. (Statistics show 48,551 deaths among civilians 
in England and Wales due to war conditions [chiefly enemy action, or maneu- 
vers and practices for offense and defense] from 1940 to 1943 inclusive; 39,727 
of these deaths occurred from July 1940 to June 1941. Statistics are also 
presented for civilian road accidents and accidental deaths in homes and else- 
where for 5 years, 1939 to 1943 inclusive. In addition the types of injuries 
causing admission to E.M.S. hospitals in 1942 and 1943 are tabulated, includ- 
ing civilian injuries due to enemy action and injuries of non-civilians not due 
to enemy action, but to accidents during training and maneuvers or while 
off duty.) 


56. Experimental Surgery 


See Index for Related Articles 


57. Miscellaneous 


REFERENCES TO CURRENT ARTICLES 


Pilonidal Cyst. Mark J. Brockbank (Capt., M.C., A.U.S.) and Joe R. Floyd 
(Lt. Col., M.C., A.U.S.). Am. J. Surg. 68:77-79, April 1945. (Graphic de- 
scription of a marsupialization technic under spinal anesthesia. Dry gauze 
pressure dressings are considered best. With this operation it is estimated 
that 90 per cent of patients may return to duty within 21 to 28 days with 
complete healing of the cyst and sinus. The series comprised 168 cases, the 
data for which are listed. Patients who had one-half inch or more of skin 
removed required an average of 69.1 days for healing, while those with less 
than one-half inch required an average of 23.8 days.) 


Surgery and the Surgical Specialties in a Changing World. Herman L. Kret- 
schmer. Am. J. Surg. 68:139-42, May 1945. (A study of the mortality rates in 
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World War I and II shows a reduction from 14 or 16 per cent to 2 per cent. 
Even with 58,000 physicians in the armed forces, the health of the civilian 
population is the best in the history of the country. The author feels that 
this present status of efficiency is definitely related to the present system of 

ractice and decries efforts to socialize medicine as the work of persons know- 
ing little or nothing concerning the care of the sick. Plans to meet the cost 
of medical care and a Post-War Medical Service have been worked out by the 
American Medical Association, as well as standards in training for various 
medical specialties and facilities for taking examinations for men in training. 
Efforts to broaden the point of view of specialists have been made. There 1s 
danger in relying too much on all sorts of tests for diagnosis, rather than upon 
careful physical examination and history. The need for considering the pa- 
tient as a whole is stressed. Attention is drawn to the advances made possible 
by penicillin and blood banks and the outstanding achievements in the fields 
of neurosurgery, orthopedic surgery, chest surgery, etc.) 


Research Work on a More Precise Method of Determining Muscle Strength in 


Poliomyelitis Patients: A New Muscle Tester. Adolph A. Schmier, New York, 
N. Y. J. Bone & Joint Surg. 27:317-26, April 1945. (A scale is described 
similar to that used by Mayer and Greenberg, but having a special housing, a 
special base, and a maximum lever pointer. It can be attached to the table 
in any desired position. The table was designed to test all important muscle 
groups with the least error and least discomfort to the patient. Its use for 
testing the muscles of the trunk and extremities is explained. The technic 
for testing all muscle groups of the body is described. The apparatus was 
used in examination of 367 individuals, including 237 normal persons and 130 
poliomyelitic patients. One group was examined with the spring scale and 
muscle testing table and another with a gravity lever type of scale and a 
swivel table. The method can be used for testing muscular strength in any 
type of muscular weakness.) 


Physiology of the Unshod and Shod Foot with an Evolutionary History of 


Footgear. S. F. Stewart, Honolulu, T. H. Am. J. Surg. 68:127-38, April 1945. 
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ABDOMEN 

injuries: 

—perforating abdominal injuries with specal 
reference to reduction in mortality by 
the use of transfusions and _ sulfon- 
amides, 95 

tumors: 

-neoplasms of the anterior abdominal wall. 
with special consideration of desmoid 
tumors, experience with 391 cases and a 
collective review of the literature, 273 


ACOUSTIC NERVE 
—symptomatology of acoustic tumors with 
special reference to atypical features, 239 
ALBRIGHT’S SYNDROME 
—Albright’s syndrome, report of a case as- 
sociated with multiple pathologic frac- 
tures, disseminated fibrous dysplasia of 
bone, precocious puberty and multiple 
pigmented nevi, 497 


ALBUMIN 

-clinical use of products of human plasma 
fractionation, albumin in shock and 
hypo-proteinemia, 334 

ALLERGY 

—role of allergy in delayed healing atid in 

disruption of wounds, 220 
AMPULLA OF VATER 

cancer: 

radical pancreatoduodenal resection fot 
carcinoma of the ampulla of Vater, 130 

AMPUTATIONS—See also Fingers, amputa 
tion. 

—phantom limb pain, its relation to the 
treatment of large nerves at time of 
amputation, 632 

phantom limb syndrome, a discussion of 
the role of major peripheral nerve 
neuromas, 631 

-practical considerations in definitive ampu- 
tation surgery, 509 

-refrigeration in clinical surgery, 510 

ANESTHESIA 
intratracheal: 
mediastinal and subcutaneous emphysema 
following intratracheal insufflation, re- 
port of a case, 210 
intravenous: 
pentothal sodium intravenous anesthesia 
in peace and war (the first ten years of 
pentothal sodium intravenous anesthe- 
sia), June 1934 to June 1944), I 
nerve block: 
use of splanchnic block for operations on 
the upper abdomen, 424 

premedication: 

-demerol in surgery and obstetrics, 209 

refrigeration: 

refrigeration anesthesia in surgery of the 
extremities, 539 





spinal: 
—continuous spinal anesthesia, observations 
on 1,000 cases, 211 
—continuous spinal anesthesia, observations 
on 1,200 patients, 349 
\NEURYSM 
aortic—See Aorta, aneurysm. 
-treatment of traumatic aneurysms and 
arteriovenous fistulas, 300 
—ligation of the aorta and both common 
iliacs for aneurysm, 301 
ANKLE JOINT 
fractures: 
—fractures of the ankle, 316 
AORTA 
aneurysms: 
—aortectomy for thoracic aneurysm, 463 
—ligation of the aorta and both common 
iliacs for aneurysm, 301 
\PPENDICITIS 
—acute appendicitis and the appendix mass, 
591 
diagnosis: 
early diagnosis of acute appendicitis in 
children, a new sign and symptom, I11 
-sensation of gas stoppage during the onset 
of acute appendicitis with illustrative 
cases, 440 
surgical treatment: 
-appendicitis and the sulfonamide drugs, 
441 
\RM 
fractures: 
treatment of fractures of both bones of the 
forearm, 479 


\RTERIES 
-embolic occlusion of major arteries, 299 
injuries: 
—vascular injuries of warfare, 145 
spasm: 


arterial spasm secondary to ligation and 
retrograde injection of the saphenous 
vein, 617 
thrombosis: 
—localized arterial thrombosis of indete: 
minate origin, 146 
ARTERIOVENOUS FISTULA 
—treatment of traumatic aneurysms and 
arteriovenous fistula, 300 


\R THRITIS 

osteotomy of the spine for correction of 
flexion deformities in rheumatoid arth 
ritis, 379 

pyogenic: 

—penicillin and sulfonamides in the treat- 
ment of osteomyelitis and pyogenic 
arthritis, 622 

\R THROTOMY~—See Anee Joint. 


* References to Current Articles are not included in this Index; they are listed under the 


appropriate classification. 
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ASTHMA 
—incidence and prevention of postoperative 
pulmonary complications among patients 
suffering from asthma, 9 


BILE DUCTS—See also Hepatic Duct. 

-use of an identifying “T’’ tube in the 
common bile duct in gastric resection 
for duodenal ulcer adherent to the bile 
ducts, 432 

injuries: 

-injuries to the main bile ducts, 126 

BILIARY TRACT —See also Bile Ducts; Hepa- 
tic Duct. 

surgery: 

-congenital biliary obstruction, 595 

BLADDER 

-management of traumatic rupture of the 
urethra and bladder complicating frac 
ture of the pelvis, 311 

cancer: 

infiltrating carcinoma of the bladder, a 
new method of uretero-intestinal anasto 
mosis employed in 29 cases, indications 
for total cystectomy, 134 


BLOOD PRESSURE 
high—See Hypertension. 


BLOOD SUBSTITUTES—See also Albumin; 
Gelatin. 
clinical use of concentrated human serum 
albumin in shock and comparison with 
whole blood and rapid saline infusions, 
166 
study of the interrelationship of the salt 
solutions, serum and defibrinated blood 
in the treatment of severely scalded. 
anesthetized dogs, 162 
BLOOD TRANSFUSION—See also Blood Sub 
stitutes; Red Cells. 
perforating abdominal injuries with special 
reference to reduction in mortality by 


the use of transfusions and _ sulfon- 
amides, 95 
venous spasm preventing blood trans 


fusion, 335 
reactions: 
—investigation of transfusion reactions, 175 


BLOOD VESSELS—See also Arteries; Veins. 
injuries: 
nonsuture method of blood vessel anasto 
mosis, experimental and clinical study, 
613 
surgical management of vascular trauma, 
612 
BONE—See also under names of individual 
bones. 
growth: 
retardation of 
loop, 497 
sarcoma: 
—development of sarcoma in bone subjected 
to roentgen or radium irradiation, 626 
tumors: 
treatment of benign giant-cell tumors by 
resection or excision and bone graft 
ing, 626 


bone growth by a_ wire 


BONE. GRAFTS 
—localized fibrocystic disease of the femur, 
a report of three patients treated by 
curettage and bone graft, 499 
rapid repair of defect of femur by massive 
bone grafts after resection for tumors, 
195 
—treatment of benign giant-cell tumors by 
resection or excision and bone graft- 
ing, 626 
BONE PLATES 
—technic of plating long bone fractures, 481 
BONE SCREWS 
-fixation of fractures of the upper femu 
and hip with threaded hexagon-headed 
stainless-steel screws of fixed length, 484 
BRAIN 
abscess: 
etiology of cerebral abscess as a complica 
tion of thoracic disease, $73 
injuries: 
‘compound craniocerebral injuries, 376 
craniocerebral war wounds, observations on 
delayed treatment, 365 
disabilities arising from closed head in 
jury, 375 
experimental head injury with — special 
reference to certain chemical factors in 
acute trauma, 233 
healing process in wounds of the brain, 28 
penicillin in head and spinal wounds, 367 
structural basis for the common traumatic 
cerebral syndromes, 28 
surgery: 
method for control of carotid cerebral cit 
culation during operation, 556 
psychosurgery, an evaluation of two hun 
dred cases over seven years, 376 
tumors: ; 
intracranial fibrosarcomas of the dura 
mater in childhood, pathological char- 
acteristics and surgical management, 372 
BREAST —See also Gynecomastia; Mastitis. 
comparative studies of cancerous versus 
noncancerous breasts, 581 
eancer: 
operability versus curability of cancer of 
the breast, 269 
BRONCHI 
cancer—See Lungs, cancer. 
fumors: 
problem of the so-called bronchial ade- 
noma, 574 
BRONCHIECTASIS 
dissection lobectomy for bronchiectasis, re- 


view of 100 cases, 252 


BRUCELLOSIS 
-orthopedic aspects of brucellosis, 305 
BUERGER’S DISEASE—See 
Obliterans. 


Thromboangiitis 


BURNS 
-burns, 328 
-healing of surface cutaneous wounds, its 
analogy with the healing of superficial 
burns, 515 
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treatment: 
—chemical aspects of burn treatment, 330 
—closed plaster method i» the prevention 
of shock after burns, 161 
—comparison of various types of local treat- 
ments in a controlled series of experi- 
mental burns in human volunteers, 164 
—further studies on preparation and use of 
suliathiazole ointment in the treatment 
of burns, 512 
—healing of deep thermal burns, 163 
—selection of the time for grafting of skin 
to extensive defects resulting from deep 
thermal burns, 635 
—study of the interrelationship of the salt 
solutions, serum and defibrinated blood 
in the treatment of severely scalded 
anesthetized dogs, 162 
—tannic acid and the treatment of burns, an 
obsequy, 164 
—treatment of burns and wounds with skin 
loss by the envelope method, 329 
CALCIUM 
—calcium changes in acute pancreatic necro- 
sis, 129 
CANAVALIN 
—canavalin, a new enzymatic bactericidal 
agent, preliminary report, 17 
CANCER-See also under names of organs and 
tissues. 
—heterologous transplantation of human 
cancers, 19 
—luminescence of carcinogenic compounds, 
231 
—neck dissection for metastatic carcinoma, 41 
—treatment of metastatic carcinoma of the 
neck, 39 
CAROTID ARTERIES 
—method for control of carotid cerebral cir- 
culation during operation, 556 
CAROTID GLOMUS 
—pathologic physiology of the 
glomus, 53 
CARPAL BONES—See Wrist. 
CATGUT 
—role of allergy in delayed healing and in 
disruption of wounds, 220 
CAUDA EQUINA 
—cauda equina compression syndrome with 
herniated nucleus pulposus, a report of 
eight cases, 33 
CAUSALGIA 
—causalgia, a preliminary report of nine 
cases successfully treated by surgical and 
chemical interruption of the sympathetic 
pathways, 385 
CEREBRAL ABSCESS—See Brain, abscess. 
CERVICAL LYMPH GLANDS 
—neck dissection for metastatic carcinoma, 41 


—treatment of metastatic cancer of the 
neck, 39 


carotid 


CHEMOTHERAPY~—See also Penicillin; Sul- 
fonamides. 
—control of infection in recent wounds by 
surgery and local chemotherapy, 546 


CHEST—See Thorax. 


CHILDREN 

—early diagnosis of acute appendicitis in 
children, a new sign and symptom, II11 

brain tumors in: 

—intracranial fibrosarcomas of the dura 
mater in childhood, pathological char- 
acteristics and surgical management, 372 

fractures in: 

—fractures of the elbow joint in children, 
480 


CHOLECYSTECTOMY 
—clinical significance of regeneration of the 
gallbladder following cholecystectomy, 
524 
CHOLECYSTITIS 
—origin of cholecystitis, 282 
CHOLELITHIASIS—See Gallstones. 
CIRCULATION 
—circulation in traumatic shock, 172 
CLOSTRIDIUM—See Gas Gangrene. 
COLITIS 
—technic of total colectomy for ulcerative 
colitis, 113 
COLON 
surgery—See also Megacolon. 
—benign surgical lesions of the right colon, 
443 
—technic of total colectomy for ulcerative 
colitis, 113 
CONVALESCENCE—See Postoperative Ther- 
apy. 
COTTON 
—cotton surgical suture material, 219 
COXITIS—See Hip Joint. 
CRYPTORCHIDISM 
—cryptoichidism, 97 
CUTIS GRAFTS 
—additional report on some of the uses of 
cutis graft material in reparative sur- 
gery, 358 
DEMEROL 
—demerol in surgery and obstetrics, 209 
DERMATOMES~—See Skin Grafts. 


DESMOID TUMORS 
—neoplasms of the anterior abdominal wall, 
with special consideration of desmoid 
tumors, experience with 391 cases and a 
collective review of the literature, 273 


DIABETES MELLITUS 
—surgical treatment of hyperthyroidism in 
diabetes, 399 


DICUMAROL 
—use of dicumarol in the prevention of post- 
operative thrombosis and embolism 
with special reference to dosage and safe 
administration, 353 
DIET 
—acute starvation following operation or 
injury with special reference to caloric 
and protein needs, 5 
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DUCTUS ARTERIOSUS 

pateni: 

—elfect of ligation on infection of the patent 
ductus arteriosus, 258 

DUODENUM 

cancer: 

—pancreaticoduodenectomy for primary car¥- 
cinoma of the duodenum, 600 

ulcer—See also Gastroduodenal Ulcer. 

—use of an indentifying “T” tube in the 
common bile duct in gastric resection 
for duodenal ulcer adherent to the bile 
ducts, 432 


DURA MATER-—See Brain. 


ELBOW JOINT 
fractures: 
—fractures about the elbow in children, 316 
—fractures of the elbow in children, 480 


EMBOLISM 
arterial: 
—embolic occlusion of major arteries, 299 
pulmonary: 
—massive pulmonary embolism, 215 
—problem of thrombo-embolism, 355 
—surgical treatment of thrombo-embolism, 
461 
—use of dicumarol in the prevention of 
postoperative thrombosis and embolism 
with special reference to dosage and safe 
administration, 353 
EMPHYSEMA 
—mediastinal and subcutaneous emphysema 
following intratracheal insufflation, re- 
port of a case, 210 


EMPYEMA 
—empyema of the lung, a review of the 
literature and an analysis of one hun- 
dred sixty-nine cases, 250 
—observations on the treatment of empyema 
thoracis with penicillin, 569 
surgical treatment: 
—closure of the open chest following the 
Schede operation for tuberculosis empy- 
ema, 76 
—revised technic for the treatment of 
empyema, 82 
EPIPHYSEODESIS 
—results of epiphyseodesis and _ femoral 
shortening in relation to equalization of 
limb length, 624 


EPIPHYSIS 
femoral: 
—aseptic necrosis of the capital femoral 

epiphysis following adolescent epiphy- 
seolysis, 498 

—slipping of the femoral epiphysis, diagnos- 
tic and therapeutic considerations, 492 

ESOPHAGUS 
atresia: 

—congenital atresia of the esophagus with 
tracheo-esophageal fistulae, transpleural 
operative approach, 90 

—surgical treatment of esophageal atresia 

and tracheoesophageal fistulas, 91 


cancer: 
—causes of mortality following radical resec- 
tion of the esophagus for carcinoma, 263 
—operation for removal of carcinoma_of the 
oesophagus with presternal oesophago- 
gastrostomy, 579 
—transthoracic esophagogastrostomy for car- 
cinoma of the middle third of the 
esophagus, report of a successful resec- 
tion, 421 
surgery: 
—surgical reconstruction of 80 cases of arti- 
ficial esophagus, 265 
tumors: 
—surgical treatment and clinical manifesta 
tions of benign tumors of the esopha- 
gus with report of seven cases, 259 
EXOPHTHALMOS 
—exophthalmos of hyperthyroidism, a differ- 
entiation in the mechanism, pathology, 
symptomatology, and treatment of two 
varieties, 69 
—role of exophthalmos in the diagnosis and 
treatment of Graves’ disease, report of 
cases, 400 
EXTREMITIES 
—surgical approaches for the extremities, 619 


EXUDATES 

—studies in surgical conditions, a preliminary 
study of the nitrogen loss in exudates 
in surgical conditions, 352 

FEET 
injuries—See Immersion Foot; Trench Foot. 
FEMUR-—See also Epiphysis, femoral. 
fibrocystic disease: 

—localized fibrocystic disease of the femur, a 
report of three patients treated by 
curettage and bone graft, 499 

fractures: 

—fixation of fiactures of the upper femur 
and hip with threaded, hexagon-headed 
stainless-steel screws of fixed length, 484 

shortening: 

—results of epiphyseodesis and femoral 
shortening in relation to equalization of 
limb length, 624 

tumors: 

—rapid repair of defect of femur by massive 
bone grafts after resection for tumors, 
495 

FIBRIN 

—development of fibrin foam as a hemostatic 
agent and for use in conjunction with 
human thrombin, 15 

—fibrin foam as a hemostatic agent in re- 
habilitation neurosurgery, 367 

FINGERS 

amputation: 

—treatment of tendons in finger amputations 
and description of a new instrument, 509 

FISTULAS 
—gastro-jejuno-colic fistula, report of three 
cases, 437 
FLAPS 
—choice of pedicle flaps for plastic and re- 
constructive surgery, 394 
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-color matching of skin grafts and flaps 
with permanent pigment injection, 395 
-tattooing of free skin grafts and pedicle 
flaps, 565 
FOREARM 
fractures—See Arm, fractures 
FRACTURES—See also Arm, fractures; Elbow 
Joint, fractures; Hip Joint, fractures; Leg, 
fractures; Pelvis, fractures; and wunder- 
names of individual bones. 
external fixation of fractures, an analysis 
of eighty cases, 488 
fatigue-stress fractures, diverse anatomic 
localization and similarity to malignant 
lesions, 314 
~some remarks on three common fractures, 
fractures of the carpal scaphoid, frac 
tures of the head of the radius, fractures 
of the medial malleolus, 486 
studies on fracture convalescence, nitrogen 
metabolism after fracture and skeletal 
operations in healthy males, 318 
—technic of plating long bone fractures, 481 
march: 
march fracture, a report of three hundred 
and seven cases and a new method of 
treatment, 307 
march fracture, statistical 
seven patients, 307 
FRONTAL BONE 
—reconstruction after radical operation fo 
osteomyelitis of the frontal bone, 244 
FROSTBITE 
—frostbite, classification and treatment, 634 
GALLBLADDER 
diseases—See Cholecystitis; Gallstones. 
surgery—See Cholecystectomy. 


GALLSTONES 
—intestinal obstruction in gall-stones, 594 


GANGRENE-—See also Gas Gangrene. 
—studies on the relationship of dermatomy- 
cosis to ulceration and gangrene of the 
extremities, 148 
GAS GANGRENE 
—treatment of clostridial 
penicillin, 359 
GASTRECTOMY 
gastric resection in the treatment of gastro 
jejuno-colic fistula, report of three cases, 
437 
primary gastric resection for 
gastroduodenal ulcers, 101 
use of an identifying “T” tube in the 
common bile duct in gastric resection 
for duodenal ulcer adherent to the bile 
ducts, 432 


GASTRODUODENAL 
hemorrhage: 
-treatment of bleeding peptic ulcer, with 

report of 160 cases treated by a prompt 
feeding program, 102 
perforation: 
-perforated peptic ulcer, a follow-up study 
of 100 cases, 100 
primary gastric resection for 


study of forty- 


with 


infections 


perforated 


ULCER 


perforated 


gastroduodenal ulcers, 101 





GASTROINTESTINAL TRACT 
tumors: 
—relationship between the lymphoblast 


tumor and the digestive tract, 271 
GASTROSTOMY 
—valvular gastrostomy, 104, 432 
GAUZE 
—hemostasis with absorbable gauze, 
GELATIN 
—gelatin its usefulness and toxicity, 167 
—gelatin its usefulness and toxicity, blood 
protein production impaired by con. 
tinued gelatin by vein, 336 
-use of gelatin solutions in the treatment 
of human shock, 16° 


GRAFTS—See Bone Grafts; 
Nerve Grafts; Skin Grafts. 


GRAMICIDIN 
—gramicidin $ and its use in the treatment 
of infected wounds, 524 
GRAVES’ DISEASE—See Hyperthyroidism. 
GYNECOMASTIA 
-treatment of pubertal bilateral 
mastia, report of a case, 583 
HAND 
surgery: 
skin graft of dorsum of hand, use of large 
size dermatome to obtain one-piece pat 
tern, 395 


HARELIP 
-reparative plastic surgery of secondary cleft 
lip and nasal deformities, 563 
-simplified design for repair of single cleft 
lips, 390 
HEAD 
injuries—See also Brain, injuries; Skull, in 
juries. 
closure of defects of 
lum, 369 
compound craniocerebral injuries, 376 
craniocerebral war wounds, observations 
on delayed treatment, 365 
disability arising from closed head injury 
375 
—hair-bearing scalp flap for repair of uni 
lateral scalp defects, 23 
management of extensive scalp defects in 
craniocerebral injuries, 553 
—penicillin in head and spinal wounds, 367 
—repair of cranial defects with tantalum, 22 
technique of tantalum plating of skull de 
fects, 370 
treatment of 
HEART —See also Pericarditis 
injuries: 


218 


Cutis Grafts; 


gyneco 


the skull with tanta 


rhinorrhea and otorrhea, 25 


wounds of. the heart, 419 
surgery: 
surgical treatment of malformations of the 
heart in which there is pulmonary 


stenosis or pulmonary atresia, 578 
HEMORRHAGE 
development of fibrin foam as a hemostatic 
agent and for use in conjunction with 
human thrombin, 15 











—ettect of massive experimental hemorrhage 
on hepatic function in dogs, 168 
—hemostasis with absorbable gauze, 218 

HEMOSTASIS—See Hemorrhage. 
HEMOTHORAX 
—decortication in clotted and infected hemo- 
thorax, 571 
traumatic hemothorax decortication in the 


treatment of the chronic uninfected 
type, 407 

HEPARIN 

—new practical method for subcutaneous 
administration of heparin, preliminary 
report, 10 

HEPATIC DUCT 

hepaticoduodenal intubation with deep 


hepatoduodenostomy for traumatic stric- 
ture of the hepatic duct, 595 


HERNIAS 
—recurrent hernia, an investigation of the 
causes of recurrence and the application 
of the principles of the treatment of the 
primary lesion, 275. 
diaphragmatic: 
new guide in the operation for esophageal 
hiatus hernia of the diaphragm, 585 
HIP JOINT 
pyogenic coxitis, indications for surgical 
treatment in residual and chronic stages 
and end-results of reconstruction in 53 
patients, 324 
dislocation: 
causes of failure in the treatment of con- 
genital dislocation of the hip, 493 
plastic shelf operation for dislocated hips, 
153 
fractures: 
fixation of fractures of the upper femur 
and hip with threaded, hexagon-headed 
stainless-steel screws of fixed length, 484 
treatment of ununited fractures of the hip, 
318 


HISTAMINE 
-hiologic recovery of necrotic skin grafts fol 
lowing application of histamine, 62 
HUMERUS 
fractures: 
fractures at the upper end of the humerus, 
a classification based on the etiology of 
the trauma, 478 
transcondylar fractures of the humerus 
treated by Dunlop traction, report of 
twenty-one cases, 482 
HYPERINSULINISM 
-hyperinsulinism, 597 
hyperinsulinism in relation to pancreatic 
tumors, 128 
hyperinsulinism treated 
createctomy, 599 


by subtotal pan- 


HYPERTENSION 
surgical treatment: 
effect of posture on the circulation before 
and after extensive sympathectomy for 
essential hypertension, effect of certain 
influences 


mechanical and _paredrinol 
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sulfate (A-N-dimethyl-P-hydrooxyphen- 
ethylamine sulfate) on blood pressure 
and pulse rate, 38 
-surgical treatment of hypertension, 388 
HYPERTHYROIDISM—See also Thyroid, sur- 
gery. 

—exophthalmos of hyperthyroidism, a dif- 
ferentiation in the mechanism, pathol. 
ogy, symptomatology, and treatment of 
two varieties, 69 

HYPERTHYROIDISM 

—role of exophthalmos in the diagnosis and 
treatment of Graves’ disease, report of 
cases, 400 

surgical treatment of hyperthyroidism in 
diabetes, 399 
-treatment of hyperthyroidism with thiou- 


racil, 399 
HYPOGLYCEMIA—See Hyperinsulinism. 
HYPOPROTEINEMIA 
—clinical use of products of human plasma 
fractionation, albumin in shock and 


hypo-proteinemia, 334 
HYSTERECTOMY 
-management of uterine myomas, a study 
based on 1,000 consecutive personal 
cases and illustrating the technique of 
panhysterectomy, 137 
vaginal hysterectomy, an evaluation of the 
Gellhorn-Emmert modification of the 
Dickinson technique in 600 cases, 297 
ILEITIS 
—appraisal of the results of surgery in treat- 
ment of regional ileitis, 444 
ILIAC ARTERIES 
—ligation of the aorta and both common 
iliacs for aneurysm, 301 
IMMERSION FOOT 
—report of immersion foot casualties from 
the Battle of Attu, 642 
studies on the pathology of human foot 
immersion, 180 
—trench foot and immersion foot, 636 
INFECTIONS—See also Tetanus. 
surgical: 
—control of infection in recent wounds by 
surgery and local chemotherapy, 546 
—recent experiences with penicillin in the 
treatment of surgical infections, 223 
treatment of special infections, 228 
—use of penicillin in surgical infections, 223 
INHALATION THERAPY—See Oxygen. 


INTERVERTEBRAL DISKS 
—differential diagnosis of intraspinal tumors 
and protruded intervertebral disks and 
their surgical treatment, 30 
INTESTINES 
anastomosis: 
-healing of intestinal anastomoses, 429 
diverticula—See Meckel’s Diverticulum. 
hemorrhage: 
—on severe intestinal hemorrhage due to 
myomatous tumor of the jejunum with 
a note on bleeding myomata of the 
small intestine, 109 
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obstruction: 

—correlation of the X-ray diagnosis with the 
Operative findings in small intestinal 
obstruction, 108 

—disastrous sequelae to the Webster-Baldy 
operation, case report, 141 

—intestinal obstruction in gall-stones, 594 

—mortality of acute obstruction of the small 
intestine, 281 

JAWS-—See also Mandible. 

cancer: 

—recent advances in the treatment of car- 
cinoma of the mouth and jaws, 242 

JEJUNUM 

fistulas: 

—gastric resection in the treatment of gastro- 
jejuno-colic fistula, report of 3 cases, 437 

tumors: 

—on severe intestinal hemorrhage due to 
myomatous tumor of the jejunum with 
a note on bleeding myomata of the 
small intestine, 109 

JOINTS—See under names of individual joints. 
KIDNEYS 

—diagnosis and treatment of renal echino- 

coccus with report of an operated case, 


133 
abnormalities: 
—clinical significance of congenital ano- 


malies of the kidney and ureter, 2 

calculus: 

—nephrolithotomy for recurrent branching 
calculi, 292 

KIRSCHNER WIRE 

—beaded wires in treatment of fractures of 

the leg, 476 
KNEE JOINTS—See also Patella. 

—degenerative calcification in articular carti- 
lage of the knee, differentiation from 
calcification of the meniscus, 323 

injuries: 

—gunshot wounds of the knee-joint, 326 

internal derangements: 

—diagnosis and treatment of internal de- 
rangements of the knee, 501 

—internal derangements and fractures in- 
volving the knee, results of one hundred 
and fifty consecutive arthotomies per- 
formed at a station hospital, 503 


LEG 
—growth arrest for equalizing leg lengths, 
474 
—herniation of muscles of the lower leg, 306 
—muscle hernias of the leg, review of litera- 
ture and report of twelve cases, 473 
—results of epiphyseodesis and _ femoral 
shortening in relation to equalization of 
limb length, 624 
fractures: 
—beaded wires in treatment 
the leg, 476 
LIPS 
cancer: 
—chemosurgical treatment of cancer of the 
lip, a microscopically controlled method 
of excision, 57 


of fractures of 


deformities—See Harelip. 

surgery: 

—closure of defects of lips with composite 
vermilion border-lined flaps, 54 

LIVER 

—effect of massive experimental hemorrhage 
on hepatic function in dogs, 168 

—restoration and pathologic reactions of the 
liver, 284 

surgery: 

—lobectomy of the liver, report of three 
cases, 125 

LOBECTOMY 

—dissection lobectomy for 

review of 100 cases, 252 
LUNGS 

—cavernous hemangioma of the lung (arteri- 
ovenous fistula), report of a case with 
successful treatment by pneumonectomy, 
253 

abscess: 

—pulmonary abscess, 83 

LUNGS 

cancer: 

—difficulties in differential diagnosis of 
bronchogenic carcinoma, 573 

—miniature scar-carcinoma of the lung and 
“upper sulcus tumour” of Pancoast, 251 

—present status of the surgical treatment of 
primary carcinoma of the lung, 416 

—treatment of carcinoma of the lung, sym- 
posium, 254 

hydatid cyst: 

—hydatid cysts of the lung, 414 

postoperative complications: 

—analysis of the pulmonary complications 
occurring after 579 consecutive opera- 
tions, 213 

—incidence and prevention of postoperative 
pulmonary complications among pati- 
ents suffering from asthma, 9 

—prevention and management of postopera- 
tive pulmonary complications, report of 
five cases, 6 


bronchiectasis, 


stenosis: 
—surgical treatment of malformations of the 
heart in which there is pulmonary 


stenosis or pulmonary atresia, 578 
surgery—See also Lobectomy; Pneumonec- 
lomy. 
—pulmonary resection in the treatment of 
pulmonary tuberculosis, 411 
LYMPHATICS 
—permeability of lymph vessels and lymph 
pressure, 181 
LYMPHOBLASTIC TUMORS 
—relationship between the lymphoblastic 
tumor and the digestive tract, 271 
MALLEOLUS 
fractures: 
—some remarks on three common fractures, 
fractures of the medial malleolus, 486 
MANDIBLE 
fractures: 
—comminuted fractures of 
port on 25 consecutive 


mandible, a re- 
cases from a 


plastic and jaw unit E M §, 60 
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MASTITIS 
—chronic cystic mastitis with particular refer- 
ence to classification, 270 
MECKEL’S DIVERTICULUM 
—Meckel’s diverticulum, dyspepsia Meckeli 
from heterotopic gastric mucosa, 438 
MEDIASTINUM 
tumors: 
—dermoid cysts and teratoma of the media- 
stinum, a review, 87 
MEGACOLON 
—surgery in obstinate megacolon, radical 
one-stage resection and_ ileosigmoidos- 
tomy, 443 
MENISCUS 
—degenerative calcification in articular 
cartilage of the knee, differentiation 
from calcification of the meniscus, 323 
MOUTH 
cancer: 
—oral cancer in Bombay, India; a review of 
1,000 consecutive cases, 243 
—recent advances in the treatment of carci- 
noma of the mouth and jaws, 242 
tumors: 
—blood and lymph vessel tumors involving 
the mouth, 61 
MUSCLES 
herniation: 
—herniation of muscles of the lower leg, 306 
—muscle hernias of the lower leg, review of 
literature and report of twelve cases, 473 
MYASTHENIA GRAVIS 
—thymectomy in the treatment of myasthenia 
gravis, report of twenty cases, 257 
MYCOSES 
—studies on the relationship of dermatomy- 
cosis to ulceration and gangrene of the 
extremities, 148 


MYOBLASTOMA 
—myoblastoma, 20 


NERVE BLOCK-—See also Anesthesia, nerve 
block. 
—evaluation of alcohol lumbar paravertebral 
block in peripheral vascular disease, 143 
NERVE BLOCK 
sympathetic—See Sympathetic Nervous Sys- 
tem; nerve block. 


NERVE GRAFTS—See also Nerves, injuries. 
—nerve grafts, the importance of an ade- 
quate blood supply, 366 
NERVES 
—technology of nerve regeneration, a review, 
sutureless tubulation and related meth- 
ods of nerve repair, 236 
injuries: 
—autologous plasma clot suture of nerves, 
its use in clinical surgery, 240 
—early diagnosis of peripheral nerve injuries 
in battle casualties, 241 
—experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 
upon experimental gunshot wounds in- 
volving peripheral nerves, 35 





—ischaemic nerve lesions occurring in Volk- 
mann’s contracture, 386 
—late condition of nerve homografts in 
man, 36 
surgery—See Nerve Grafts; Neurosurgery. 
NEUROMA 
—phantom limb syndrome, a discussion of 
the role of major peripheral nerve 
neuromas, 631 
NEUROSURGERY 
—fibrin foam as a hemostatic agent in re- 
habilitation neurosurgery, 367 


NITROGEN METABOLISM 
—studies on fracture convalescence, nitro- 
gen metabolism after fracture and skele- 
tal operations in healthy males, 318 
—studies on surgical convalescence, a pre- 
liminary study of the nitrogen loss in 
exudates in surgical conditions, 352 


NOSE 
surgery: 
—plastic surgery in reconstructing the parti- 
ally absent nose, an original technique, 
396 
—reparative plastic surgery of secondary cleft 
lip and nasal deformities, 563 
NUCLEUS PULPOSUS 
—cauda equina compression syndrome with 
herniated nucleus pulposus, a report of 
eight cases, 33 
—role of the nucleus pulposus in the patho- 
genesis of so-called “recoil” injuries of 
the spinal cord, 381 


ORTHOPEDIC SURGERY 
—surgical approaches for surgery of the 
extremities, 619 


OSTEOMYELITIS 
—penicillin and sulfonamides in the treat- 
ment of osteomyelitis and pyogenic 
arthritis, 622 
—reconstruction after radical operation for 
osteomyelitis of the frontal bone, 244 
OTORRHEA 
—treatment of rhinorrhea and otorrhea, 25 
OVARY 
tumors: 
—ovarian fibromas, a clinical and pathologi 
cal study of two hundred and eighty- 
three cases, 136 
OXYGEN 
—inhalation therapy at the Rhode Island 
Hospital, a ten year progress note, 215 


PANCREAS 
diseases—See Pancreatitis. 

necrosis: 

—calcium changes in acute pancreatic necro 

sis, 129 

pseudocysts: 

—pancreatic collections (pseudocysts) fol- 
lowing pancreatitis and pancreatic 
necrosis, review and analysis of ten 
cases, 597 

surgery: 
—hyperinsulinism, 597 
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—hyperinsulinism treated by subtotal pan- 
createctomy, 599 
implantation of the pancreatic duct into 
the gastrointestinal tract, experimental 
clinical study, 286 
—radical pancreatoduodenal resection for 
carcinoma of the ampulla of Vater, 130 
total pancreatectomy, total gastrectomy, 
total duodenectomy, splenectomy, left 
adrenalectomy and omentectomy in a 
diabetic patient, recovery, 598 
tumors: 
-hyperinsulinism in relation to pancreatic 
tumors, 128 
PANCREATECTOMY~—See Pancreas, surgery. 
PANCREA TICODUODENECTOMY 
—pancreaticoduodenectomy for primary cai 
cinoma of the duodenum, 600 
PANCREATITIS 
-acute pancreatitis with special 
to X-ray diagnosis, 291 
PARATHYROIDS 


reference 


endocrine aspect of enlargements of the 
parathyroid glands, 64 
PATELLA 
fractures: 


-total and partial patellectomy, an experi- 
mental study, 313 
PEDICLE FLAPS—See Flaps. 
PELVIS 
fractures: 
-injuries of the urinary tract complicating 
fractures of the pelvis, 311 
‘management of traumatic rupture of the 
urethra and bladder complicating frac 
ture of the pelvis, 311 
treatment for displaced fractures of the 
pelvis, 485 
PENICILLIN 
observations on the treatment of empyema 
thoracis with penicillin, 569 
penicillin and skin grafting, 62 
penicillin and sulfonamides in the treat 
ment of osteomyelitis and pyogenic 
arthritis, 622 
penicillin in battle casualties, 225 
recent experiences with penicillin in the 
treatment of surgical infections, 223 
-treatment of clostridial infection 
penicillin, 359 
-use of penicillin in surgical infections, 223 
local use: 
application of penicillin to war wounds, 
523 
penicillin in head and spinal wounds, 367 
penicillin in the treatment of war wounds 
of the chest, 408 
treatment of flesh wounds by early second 
ary suture and penicillin, 522 
PENIS 
injuries: 
—traumatic avulsion of the skin of the penis 
and scrotum, 295 
PENTOTHAL SODIUM 
-pentothal sodium intravenous anesthesia 
(the first ten years of 


with 


in peace and wat 


pentothal sodium intravenous anesthe 
sia,, June 1934 to June 1944), 1 


PEPTIC ULCER—See Gastroduodenal Ulcer 
PERICARDITIS 


—acute pericarditis due to Streptococcus 
viridans, 258 
“acute pericarditis simulating myocardial 


infarction, 89 
PERITENDINITIS 
—peritendinitis calcarea, roentgen treatment, 
305 
PERITONEUM 
—peritoneal absorption, 181 
PHANTOM LIMB 
-phantom limb pain, its relation to the 
treatment of large nerves at time of 
amputation, 632 
phantom limb syndrome, a discussion of 
the role of major peripheral nerve 
neuromas, 631 
PHLEBOTHROMBOSIS 
proximal ligation and thrombectomy for 
phlebothrombosis of the femoral and 
iliac veins, 467 
PILONIDAL SINUS 
pilonidal sinus, clinical experiences with 
the Rogers operation in thirty-five con 
secutive cases, 184 
primary closure of 
sinuses, 185 
PLASMA 
clinical use of products of human plasma 
fractionation, albumin in shock and 
hypo-proteinemia, gamma globulin in 
measles, 334 
PLASMA CLOT SUTURE 
autologous plasma clot suture of nerves 
its use in clinical surgery, 240 
“suture” of wounds by plasma-thrombin 
adhesions, 217 
PNEUMONECTOMY 
cavernous hemangioma of the lung (arteri 
ovenous fistula), report of a case with 
successful treatment by pneumonectomy. 
253 
prognosis after successful pneumonectomy 
415 
total and partial pneumonectomy in the 
treatment of pulmonary tuberculosis 
111 
PNEU MONOLYSIS 
—closed intrapleural pneumonolysis, 85 
PNEUMOTHORAX 
artificial: 
-closed intrapleural pneumonolysis, 85 
POSTOPERATIVE COMPLICATIONS — See 
also Embolism, Lungs, postoperative com- 
plications, Thrombosis. 
analysis of the pulmonary complications 
occurring after 579 consecutive opera 
tions, 213 
POSTOPERATIVE THERAPY 
acute starvation following operation or in- 
jury With special reterence to caloric 
and protein needs, 5 


pilonidal cysts and 
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incidence and prevention of postoperative 
pulmonary complications among patients 
suffering from asthma, 9 
inhalation therapy at the Rhode Island 
Hospital, a ten year progress note, 215 
prevention and management of postopera- 
tive pulmonary complications, report of 
five cases, 6 
studies in surgical convalescence, a pre 
liminary study of the nitrogen loss in 
exudates in surgical conditions, 352 
PROSTATE 
cancer: 
-carcinoma of the prostate gland, 603 
cure of cancer of the prostate by radical 
perineal prostatectomy (prostato-seminal 
vesiculotomy), history, literature and 
statistics of Young’s operation, 602 
surgery—See Prostatectomy. 
PROSTATECTOMY 
subtotal perineal prostatectomy, presenta 
tion of a new technique, 293 


PROTEINS—See Albumin; Gelatin. 
PSYCHOSURGERY-—See Brain, surgery. 


RADIATION THERAPY 
—development of sarcoma in bone subjected 
to roentgen or radium irradiation, 626 
RADIUS 
fractures: 
modified treatment for 
head of the radius, 483 
—some remarks on three common fractures, 
fractures of the head of the radius, 486 
RED CELLS 
-concentrated red cell transfusions, 337 
REFRIGERATION—See 
frigeration. 
refrigeration in clinical surgery, 510 
-refrigeration in general surgery of limbs, 
644 
RHINORRHEA 
-treatment of rhinorrhea 
ROENTGEN RAYS 
diagnosis: 
correlation of the X-ray diagnosis with the 
operative findings in small intestinal ob 
struction, 108 
SAPHENOUS VEIN—See Varicose Veins. 
SCALP 
hair-bearing scalp flap for repair of uni 
lateral scalp defects, 23 
management of extensive scalp defects in 
craniocerebral injuries, 553 
SCOLIOSIS 
treatment of severe scoliosis with 
section and immediate 
brae, 32 
SCROTUM 
myuries: 


fracture of the 


Anesthesia, re- 


also 


and otorrhea, 25 


rib re- 
fusion of verte 


traumatic avulsion of the skin of the penis 


and scrotum, 295 


SHOCK 
—circulation in traumatic shock, 172 


-~shock, a consideration of its nature and 
treatment, 333 

-shock resulting from the intraperitoneal 
implantation of reconstituted desiccated 
muscle, 169 

state of men severely wounded in battle, 
171 

-studies on the effect of posture in shock 
and injury, 170 

-use of venous tourniquets as an aid to the 
diagnosis of traumatic shock, 174 

surgical: 

~mechanism 
shock, 639 

treatment: 

—clinical use of concentrated human serum 
albumin in shock and comparison with 
whole blood and rapid saline infusions, 


and treatment of surgical 


166 
—clinical use of products of human plasma 
fractionation, albumin in shock and 


hypo-proteinemia, 334 
—gelatin, its usefulness and toxicity, 167 
use of gelatin solutions in the treatment 
of human shock, 169 


SHOULDER 
—calcification of 
shoulder, 630 
SKIN GRAFTS 
—biologic recovery of necrotic skin grafts fol- 
lowing application of histamine, 62 
-color matching of skin grafts and flaps 
with permanent pigment injection, 395 
-penicillin and skin grafting 62 
resplitting split-thickness grafts with the 
dermatome, a method for increasing the 
yield of limited donor sites, 392 
selection of the time for grafting of skin 
to extensive defects resulting from deep 
thermal burns, 635 
skin graft of dorsum of hand, use of large 
size dermatome to obtain one-piece pat- 
tern, 395 
skin grafting and secondary closure of wat 
wounds, a preliminary report, 521 
-tattooing of free skin grafts and pedicle 
flaps, 565 
SKULL 
injuries: 
-depressed fractures of the skull, their sur- 
gery, sequelae and disability, 554 
tantalum cranioplasty for war wounds of 
the skull, 551 
SPINAL CORD 
injuries: 
-penicillin in head and spinal wounds, 367 
role of the nucleus pulposus in the patho- 
genesis of so-called “recoil” injuries of 
the spinal cord, 381 
-treatment of spinal column and_ spinal 
cord injuries, 560 
surgery: 
osteotomy of the spine for correction of 
flexion deformity in rheumatoid arth- 
ritis, 379 
tumors: 
—differential diagnosis of intraspinal tumors 


the tendon cuff of the 
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and protruded intervertebral disks and 
their surgical treatment, 30 
—sacral and presacral tumors, 559 
SPLEEN 
rupture: 
—aelayed rupture of the spleen, 132 
STELLATE GANGLION — See 
Nervous System, nerve block. 
STOMACH 
cancer: 
—further observations on carcinoma of the 
stomach in a large general hospital, 277 
surgery—See Gastrectomy; Gastrostomy. 
ulcer—See Gastroduodenal Ulcer. 
STREPTOCOCCUS 
—acule pericarditis 
viridans, 258 
SULFADIAZINE—See Sulfonamides. 
SULFAMERAZINE—See Sulfonamides. 
SULFAMETHAZINE—See Sulfonamides. 
SULFANiLAMIDE—See Sulfonamides. 
SULFATHIAZOLE—See Sulfonamides. 
SULFONAMIDES 
—penicillin and sulfonamides in the treat- 
ment of osteomyelitis and pyogenic 
arthritis, 622 
—perforating abdominal injuries with special 
reference to reduction in mortality by 
the use of transfusions and _ sulfon- 
amides, 95 
—sulfamerazine (2  sulfanilamido-4-methy] 
primidine), sulfonamide concentrations 
in the blood of man produced by small, 
daily, oral does of sulfamerazine, sulfa- 
methazine, sulfadiazine and sulfathia- 
zole, 17 
local use: 
—appendicitis and 
441 
—effect of sulfanilamide and _ sulfathiazole 
on human tissue, 529 
—experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 
upon experimental gunshot wounds in- 
volving peripheral nerves, 35 
—experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 
upon the regeneration of peripheral 
nerves, 35 
—further studies on the preparation and use 
of sulfathiazole ointment in the treat- 
ment of burns, 512 
—intraperitoneal chemotherapy, 430 
SURGERY 
—recent advances in surgery, 183 
SUTURES 
—autologous plasma clot suture of nerves, 
its use in clinical surgery, 240 
—cotton surgical suture material, 219 
—“suture” of wounds by plasma-thrombin 
adhesions, 217 


SYLNASOL 
—imodern 


Sympathetic 


due to Streptococcus 


the sulfonamide drugs, 


treatment of varicose veins with 


special reference to the use of sylnasol 
as a sclerosing agent, 471 


S¥YMPATHETIC NERVOUS SYSTEM 

nerve block: 

—blocking of the middle cervical and stellate 
ganglions with descending intiltration 
anesthesia, 562 

—causalgia, a preliminary report of nine 
cases successfully treated by surgical and 
chemical interruption of the sympathetic 
pathways, 385 

surgery—See also Sympathectomy. 

—surgical treatment of hypertension, 388 

SYMPATHECTOMY 

—elfect of posture on the circulation before 
and after extensive sympathectomy for 
essential hypertension, elfect of certain 
mechanical influences and_ paredrinol 
sulfate (A-N-dimethyl-P - hydroxyphen- 
ethylamine sulfate) on blood pressure 
and pulse rate, 38 

—value of sympathectomy in the treatment 
of Buerger’s disease, 302 

“T” TUBE—See Bile Ducts. 
TANNIC ACID 

—tannic acid and the treatment of burns, an 

obsequy, 164 
TANTALUM 

—closure of defects of the skull with tanta: 
lum, 369 

—repair of cranial defects with tantalum, 22 

—tantalum cranioplasty for war wounds of 
the skull, 551 

—technique of tantalum plating of skull 
defects, 370 

TATTOOING 

—tattooing of free skin grafts and pedicle 

flaps, 565 
TENDONS—See also Peritendinitis. 
—calcification of the tendon cuff of the 
shoulder, 630 
TESTICLES 
tumors: 
—testicular tumors, 604 
TETANUS 

—clinical and epidemiological study of teta 
nus in Puerto Rico, a study of one hun 
dred cases seen at the Arecibo Charity 
District Hospital in a two and one-half 
year period, 226 


PFHIOURACIL 

—treatment of hyperthyroidism with thiou 
racil, 399 

—use of thiouracil in the preparation of 
patients with hyperthyroidism for thy 
roidectomy, 71 

‘HORACOPLASTY—See Thorax, surgery. 


PFHORAX 

diseases: 

—etiology of cerebral abscess as a complica 
tion of thoracic disease, 373 

injuries—See also Hemothorax. 

—penicillin in the treatment of war wounds 
of the chest, 408 

—recent observations concerning the treat- 
ment of chest wounds, 406 

—thoracic injuries, 403 
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—wounds of the chest in Pacific jungle war- 
fare, a review of thirty-two cases, 405 
surgery: 
—closure of the open chest following the 
Schede operation for tuberculous empy- 
ema, 76 
—surgical management of residual tuber- 
culous cavities following primary thora- 
coplasty, 80 
tumors: 
—intrathoracic neurogenic tumors, 74 
THROMBIN~—See also Plasma Clot Suture. 
—development of fibrin foam as a hemostatic 
agent and for use in conjunction with 
human thrombin, 15 
THOMBOANGIITIS OBLITERANS 
—value of sympathectomy in the treatment 
of Buerger’s disease, 302 
THROMRBOSIS—See also Phlebothrombosis. 
—deep quiet venous thrombosis in the lower 
limb, preferred levels for interruption 
of veins, iliac sector or ligation, 11 
—etiology and prevention of thrombosis of 
the deep leg veins, a study of 100 cases, 
465 
—problem of thrombo-embolism, 355 
—use of dicumarol in the prevention of post- 
operative thrombosis and embolism with 
special reference to dosage and safe ad- 
ministration, 353 
arterial: 
—localized arterial thrombosis of indeter- 
minate origin, 146 
treatment: 
—surgical therapy of thrombosis of the deep 
veins of the lower extremity, 466 
—surgical treatment of thrombo-embolism, 
461 
THY MECTOMY 
—thymectomy in the treatment of myasthe- 
nia gravis, report cf twenty cases, 257 
THYMUS 
surgery—See Thymectomy. 
THYROID—See also Hyperthyroidism. 
cancer: 
—lateral aberrant thyroid, metastases to the 
lymph nodes for primary carcinoma of 
the thyroid gland, 70 
surgery: 
—postonerative complications of  thyroid- 
ectomy, 66 
—use of thiouracil in the preparation of 
patients with hyperthyroidism for thy- 
roidectomy, 71 
tuberculosis: 
—tuberculous abscess of the thyroid gland, 
report of a case and review of the litera- 
ture, 72 
THYROIDECTOMY~—See Thyroid, surgery. 
THYROTOXICOSIS—See Hyperthyroidism. 
TONGUE 
injuries: 
—restoration of the power of speech follow- 
ing injuries of the tongue, 59 
TOURNIQUETS 
—use of venous tourniquets as an aid to the 





diagnosis of incipient traumatic shock, 
174 
TRENCH FOOT 
—trench foot and immersion foot, 636 
TUBERCULOSIS 

pulmonary—See also Pneumothorax, arti- 

ficial. 

—pulmonary resection in the treatment of 
pulmonary tuberculosis, 411 

—surgery of pulmonary tuberculosis, 568 

—surgical management of residual tubercu- 
lous cavities following primary thoraco- 
plasty, 80 

—total and partial pneumonectomy in the 
treatment of pulmonary tuberculosis, 
411 

—treatment of insufflated cavities, 413 

TUMORS-—See also Cancer. 

—determining influence of tar, benzpyrene 
and methylcholanthrene on the char- 
acter of the benign tumors induced 
therewith in rabbit skin, 230 

TYROTHRICIN 

—use of tyrothricin in the treatment of ulcers 
of the extremities due to peripheral 
vascular disease, 227 

ULCERS 

—use of tyrothricin in the treatment of 
ulcers of the extremities due to peri- 
pheral vascular disease, 227 

URETERS 

abnormalities: 

—clinical significance of congenital anomalies 
of the kidney and ureter, 296 

surgery: 

—infiltration carcinoma of the bladder, a 
new method of uretero-intestinal anas- 
tomosis employed in 29 cases, indica- 
tions for total cystectomy, 134 

URETHRA 

—management of traumatic rupture of the 
urethra and bladder complicating frac- 
ture of the pelvis, 311 


URINARY TRACT~—See also Bladder; Ureter; 
Urethra. 

—injuries of the urinary tract complicating 

fractures of the pelvis, 311 
UTERUS 

prolapse: 

—surgical treatment of prolapse of the 
uterus, 458 

suspension operation: 

—disastrous sequelae to the Webster-Baldy 
operation, case report, 141 

surgery—See Hysterectomy. 

tumors: 

—management of uterine myomas, a study 
based on 1,000 consecutive personal 
cases and illustrating the technique of 
panhysterectomy, 137 

VARICOSE VEINS 

—arterial spasm secondary to ligation and 
retrograde injection of the saphenous 
vein, 617 

—extensive varicosities of the leg originating 
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from the gluteal veins, report of a case, 
469 
—modern treatment of varicose veins, with 
special reference to the use of sylnasol 
as a sclerosing agent, 471 
present trends in the treament of varicose 
veins, 614 
~radical operation for varicose veins, 470 
treatment of varicose veins by stripping, 
excision and evulsion, 615 
varicose veins, anatomic findings and an 
operative procedure based upon them, 
468 
VASCULAR DISEASE 
evaluation of alcohol lumbar paravertebral 
block in peripheral vascular disease, 1438 
use of tyrothricin in the treatment of 
ulcers of the extremities due to periph 
eral vascular disease, 227 
VEINS—See also Phlebothrombosis; 
bosis; Varicose Veins. 
diseases of the veins, 150 
studies on the relationship of dermatomy 
cosis to ulceration and gangrene of the 
extremities, 148 
spasm: 
—venous spasm preventing blood transfusion, 
335 
VOLKMANN’'S CONTRACTURE 
-ischaemic nerve lesions occurring in Volk 
mann’'s contracture, 386 
WAR SURGERY 
-application of penicillin to wat 


525 


Throm 


wounds, 

craniocerebral war wounds, observations 
on delayed treatment, 365 

early diagnosis of peripheral nerve injuries 
in battle casualties, 241 

gunshot wounds of the knee-joint, 326 

penicillin in battle casualties, 225 

-penicillin in the treatment of war wounds 
of the chest, 408 

skin grafting and secondary closure of wat 
wounds, a preliminary report, 521 

some experience of reparative surgery in 
the Middle East with a short review of 
1,200 cases treated during the last two 


nor 


years, 2/ 





state of men severely 
171 
surgical management of the wounded in 
the Mediterranean theatre at the time 
of the fall of Rome, 178 
vascular injuries of warfare, 145 

—war surgery in the Royal Air Force, 340 

-wounds of the chest in Pacific jungle wat 
fare, a review of thirty-two cases, 405 

WEBSTER-BALDY OPERATION—See Uterus 
suspension operation. 
WOUNDS 

healing: 

—healing of surface cutaneous wounds, its 
analogy with the healing of superficial 
burns, 515 

—role of allergy in delayed healing and in 
disruption of wounds, 220 

secondary suture: 

secondary suture of war wounds, a clinica! 
study of 305 secondary closures, 520 

skin grafting and secondary closure of wai 
wounds, a preliminary report, 521 

secondary suture: 
treatment of flesh wounds by early second 
ary suture and penicillin, 522 
treatment: 

application of penicillin to wai 
523 

control of infection in recent wounds by 
surgery and local chemotherapy, 546 

gramicidin S and its use in the treatment 
of infected wounds, 524 

treatment of burns and wounds with skin 
loss by the envelope method, 329 

WRISI 

fractures: 

-fracture of the carpal scaphoid, 308 

fractures of the carpal navicular, 314 

fractures of the carpal scaphoid ia the 
Canadian Army, a review and commen 
tary, 309 

some remarks on three common Fract:ires 
fractures of the carpal scaphoid, 186 

injuries: 

injuries of the carpal bones, 504 


wounded in battle 


wounds 
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